ANNUAL MEETING 
WASHINGTON, D. C. 
AUGUST 22-26, 1958 


+ 


AMERICAN 


PODIATRY 


Gait 
Rehabilitation 
Dynamic Mold 


Cuff Pain Test 


Military Foot Clinic 


Table of Contents 


Page Aé 


VOLUME 48, NUMBER 4 APRIL, 195s 


4, 
of the 
ASSOCIATION | 
Podiatry -Chiropody 


intermittent 
claudication 


thromboangiitis 


s disease) 


abdominal aortic occlusion 
chronic venous insufficiency 


\ 
| 
Showswhy 
| 
i 
ig 
‘isa more consistently dependable 
| obliterans 
; 
Murphy, H. L., and Klasson, D. H.: New York St. J. M. 57:1908, June 1, 1957 
| arlington-funk laboratories = 
sion of U.S. VITAMIN CORPORATION 250 East 43rd Street. New Y 


NOW AVAILABLE FOR USE IN THE 
FOOT DOCTOR’S OFFICE 


THE WEHLER TOE TERMINUS INDICATOR 


The very inexpensive answer to a longfelt need of the 
professional foot specialist for a simple easy to use 
device that accurately indicates where the foot ter- 
minates within a shoe without the use of X-ray. It 
can be used for both feet of men, women, children. 


First, you determine 
the toe length in 
stocking feet. (The 
instrument is use- 
able for both right 
and left feet.) 


THE WEHLER TOE TERMINUS INDICATOR is being applied as part 
of the accurate shoe fitting techniques practiced in Foot-So-Port Shoe 
Stores, where it has been discovered that 7 out of ten persons (including 
professional men) who come in for the first time have been previously wear- 
ing their shoes too short. 


We are now able to make this device available to the doctor for use in his 


own office at a nominal cost. Address SALES RESEARCH AGENCY, 


Second, you put on 
the shoe and deter- 
mine the toe length 
as described in the 
instructions which 
are supplied with 
each device. 


MUSEBECK SHOE COMPANY, Oconomowoc, Wisconsin. 
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WHEN A “SPECIFIC FOUNDATION” SHOE IS INDICATED 
IN THE FOOT REHABILITATION OF YOUR PATIENT... 


IN MANY CASES OF SHOE THERAPY THE FOLLOWING SPECIFIC 
CONSTRUCTION FEATURES ARE PRESCRIBED TO SUPPLY 
THE BASIC FOUNDATION AS A MECHANICAL ADJUNCT... 


AS IN FOOT-SO-PORT SHOES FOR MEN—WOMEN—CHILDREN WITH .. . 


STRONGEST 
STEEL SHANK 


LEFT: The Large Steel 
Shank embedded in plastic 
wood which gives a non- 
collapsing support to the 
outer weight bearing arch. 
This is the area requiring 
the strongest support and 
the point at which shoes 
not so strongly constructed 
as Foot-So-Port have break- 
down failures and cannot 
hold up the wearer. 


RIGHT: Foot-So-Port 
Patented Heel Wedge fills 
in and rounds out the 
inside of the shoe to give 
more support at this vital 
spot and forms a cupped 
heel seat. 


AND HEEL WEDGE 


MEDIAL 
LONGITUDINAL 


RIGHT: Foot-So-Port Shoe 
construction is only possible 
because the lasts used in 
making Foot-So-Port Shoes 
are designed to do the best 
job possible in accommodat- 
ing the human foot. While 
it is true that no two feet 
are exactly the same, it is 
also true that all feet are 
curved, not flat, at many 
places. 


CONTOURED LASTS 


This regular line of Foot-So- 
Port Shoes for men, women 
and children is available 
through any of the Foot-So- 
Port Shoe Stores or Agencies 
in various cities throughout 
the United States. Please 
consult your classified tele- 
phone directory for listing 
of nearest one, or write to 


address below. 


ASK TO SEE A CUT-AWAY SHOE VISUALIZING THE ABOVE FEATURES (AND MANY OTHERS) 
THROUGH ANY FOOT-SO-PORT SHOE STORE OR AGENCY—OR WRITE TO 


FOOT-SO-PORT SHOE CO.—Div. of MUSEBECK SHOE CO.— 


OCONOMOWOC— WISCONSIN 
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Burning, itching feet 


Dry skin, after hydro- 
therapy 


Chronic eczema 


Softening calluses, 
corns, ‘‘horny”’ heel 


Try 

Soothing after electro- T. A ~ A 

desiccation 
Shoe “rub” or chafing Cc A vi 
Routine foot hygiene 

You'll like it 

ee and so will the patient 


tions 

Tashan Cream soothes, softens, 
stimulates healing — contains 
Dry, chafed feet vitamins A, D, E, and d-panthenol in 
a non-sensitizing, cosmetically 
pleasing, absorptive cream base. 
In tubes, 1 oz. 


Indolent ulcers 


Tashan Cream is compatible 
with most types of 

other medication indicated. 
TASHAN® Cream 


ROCHE LABORATORIES, Division of Hoffmann-La Roche Inc, Nutley, New Jersey 
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FOR THE FIRST TIME 
YOU CAN AFFORD YO 


UR PATIENTS THE 


COMFORT OF A FULLY MOULDED SHOE, 
WHILE SPARING THEM THE DISTRESS 
OF EXCESSIVE PERSPIRATION .... 


MOULDED SHOES 


For descriptive literature, price list, and 


in the treatment of foot conditions which indicate 
the use of moulded shoes, excellent results are 
being achieved. Unfortunately, the patient who 
wears moulded shoes, usually suffers the discom- 
fort of perspiring excessively. This condition 
often nullifies much of the value of moulded shoe 
therapy. Through the development of our "Air- 
Conditioned" process, you can afford your 
patients the comfort of a fully moulded shoe, 
while sparing them the distress of profuse 
perspiration. 


casting data, please write to: 


TREAD-MOLD SHOES, INC. 


3146 HEATH AVENUE, NEW YORK 63, N. Y. 


We reserve the right to limit acceptance of orders. ® Registered. “Air-Conditioned” moulded shoes are manu- 
factured under protection of U. S. Patent #2,270,041. All registration and patent rights will be strictly enforced. 
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Attending your Regional Meeting is a ““MUST”’ 
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THE NATION'S CAPITAL INVITES YOU 
TO VISIT ITS WONDERS 


OUTSTANDING PROGRAM 


FAMILY PLAN AT SHOREHAM HOTEL 
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Average Family 90 Days 
Away From Financial Ruin 


The National Thrift Committee 
recently stated that the average Amer- 
ican family is only three months away 
from bankruptcy. They based their 
information on a recent survey con- 
ducted by leading insurance companies 
on the financial standing of middle 
class American families. 

The survey pointed up the psycho- 
logical and sociological toll taken by 
such perilous financial existence. Many 
families have little or no reserve to tide 
them over an emergency. . . . ‘‘How 
can they ever achieve peace of mind or 
family tranquility under situations like 
this?’’ they asked. 


THE NEW 


$10,000 


MAJOR MEDICAL 
PLAN 


for eligible members 
of the 


AMERICAN PODIATRY 
ASSOCIATION 


provides an inexpensive 


solution for the burden of 


CATASTROPHIC MEDICAL AND HOSPITAL BILLS 


write for descriptive brochure 


THE NAC AGENCY INC. 
53 ACADEMY STREET 
POUGHKEEPSIE, N. Y. 
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PHARMACEUTICALS 
Division of 
Fostér-Milburn Company | 
Dewitt Street, | 
Buffalo New York | 
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PARAGON 
BLADES: Time Sawing .. Always Sharp 


ENJOY the convenience of having new, sharp blades always 
ready to use. 


Versatile Paragon Blades add as much as thirty minutes of 
productive time to your day because they require no sharpening. 
You use each blade until it begins to lose its edge, then discard it. 


Paragon Blades are fashioned from the finest 
English Sheffield steel. They are advertised exclusively 
to the chiropody profession. 


Keep a large supply of Paragon NN S\ 
blades on hand. Order today from WN NAR 
your chiropody supply house, or 
direct. 


Exclusive American Distributor: 


4700 EDGEWOOD AVENUE 
OAKLAND 2, CALIFORNIA 
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STATE BOARD MEETINGS 
FOR EXAMINATION AND LICENSURE 


Alabama 
The Alabama Medical Board of Examiners. Board Secretary: Dr. Elizabeth P. Sealy, 34 South Perry 
Street, Montgomery. Ala. 

Arizona 

The Arizona State Board of Chiropody Examiners. Board Secretary: Dr. Julius Citron, 40 E. Thomas Rd., 
Phoenix, Arizona. 


Arkansas 
Arkansas State Chiropody ' es Board. Board Secretary: Dr. Bernard S. Paul, 800 First National 
Bank Bidg., Fort Smith, Ark 
California 
The next meeting of the California Board of Medical Examiners Chiropody Examining Committee will be 
held June 17-18, 1958, San Francisco, Calif. Beard Chairman: Dr. Abraham Hoffman, 2320 Sutter St., San 
Francisco, Calif. Executive Secretary: Mr. Wallace Thompson, Rm. 530, 1020 N St., Sacramento, Calif. 
Colorado 
— State Board of Chiropody Examiners. Board President: Dr. G. F. Helvig, 327 Logan St., Denver, 
olo. 
Connecticut 
The Connecticut Board of Examiners in Chiropody will meet for reciprocity and examination on July 8-9, 
1958 at the State Capitol, Hartford, Conn. Board Secretary: Dr. F. J. Ruggiero, 3 South Main Street, 
W. Hartford 7, Conn. 
Delaware 
The State Board of Chiropody Examiners of Delaware. Board Secretary: Dr. Bertram H. Blum, 112 So. 
State St., Dela. 
District of Columbia 
The Board of Podiatry Examiners of the District of Columbia. Board Secretary: Dr. Harry L. Hoffman, 1098 
National Press Bidg., Washington, D. C. 
Florida 
The Florida State Board of Chiropody Examiners. Board Secretary: Dr. Heywood A. Dowling, 203 Greenleaf 
Bidg., Jacksonville, Fla. 
Georgia 
The next board meeting of the Georgia State Board of Podiatry Examiners will be held for examination 
on June 16-17, 1958 at the State Capitol Bidg., Atlanta, Ga. Board President: Dr. Charles W. Beasley, Jr., 
First National Bank Blidg., Atlanta, Ga. 
jaho 
The Idaho State Board of Chiropody-Podiatry will meet for reciprocity and examination on July 8-10, 1958, 
tI = Capitol Bidg., Boise, Idaho. Board Secretary: Dr. J. E. Franden, 412 Eastman Bidg., Boise, Idaho. 
nois 
The Illinois Chiropody Examining Committee will meet for reciprocity and examination on June 17-19, 1958 
at the Department of Registration, 160 No. La Salle St., Chicago, Ill. Superintendent of Registration: 
| ton B. Selcke, Dept. of Registration and Education, Room 109, Capitol Bidg., Springfield, Ill. 
owa 
The Iowa State Chiropody Board of Examiners will meet for examinations on June 9-11, 1958, at the Capitol 
es. Des Moines, Iowa. Board Secretary: Dr. C. C. Reinheiner, 214% First Ave. West, Newton, Iowa. 
unsas 
The next board meeting of the Kansas State Board of Podiatry Examiners will be held for reciprocity and 
examination the third week in June, 1958 at the Kansas University Medical Bidg., Kansas City, Kans. 
Board President: Dr. L. E. Krause, 1107 Williams St., Great Bend, Kansas, or Kansas Board of Podiatry 
Examiners, 872 New Brotherhood Bidg., Kansas City, Kansas. Board Secretary: F. J. Nash, M.D., 864 
New Brotherhood Bidg., Kansas City, Kansas. 
Kentucky 
The Kentucky State Board of Chiropody meets on the third Saturday and Sunday of June and the first 
Saturday and Sunday of December each year. The December meeting is for re-examination only. Board 
Secretary: Dr. Chester A. Nava, 728 Starks Bidg., Louisville, Ky. 
Maine 
The Maine Board of Examiners in Chiropody and Podiatry. Board Secretary: Adam P. Leighton, Jr., M.D., 
192 State St., Portland, Maine; Podiatry Examiners: Dr. Ellsworth Cc. Reed, 547A Congress St., Portland, 
Me.; Dr. E. H. Brown, 15 Summer St., Rockland, Me. 


Board Secretary: Dr. 


Maryland 
The Maryland State 
Dundalk 22, Md. 


Massachusetts 

‘rhe next board meeting of the Board of Registration in Chiropody-Podiatry wil! be held for reciprocity, 
conditionally, and examination. June and December, at the State House. Boston, Mass. Board Secretary: 
Dr. Charles H. Thorner, 910 Furnace Brook Parkway, Quincy, Mass. 


11 Dundalk Avenue, 


Board of Examiners. M. E. Walsh, 


Minnesota 
The Minnesota Board of Chiropody Examiners will meet for examination on June * 20, 1958 at the 
Minnesota State Capitol, St. Paul, Minn. Board Secretary: H. W. Leibold, D.S.C., 221 Hamm Bidg., 


St. Paul 2, Minn. 
Mississippi 
The Mississippi State Board of Health, Board Secretary: Dr. Felix J. Underwood, Old Capitol, Jackson, 


Miss. 

Missouri 

The next board meeting of the Missouri State Board of Chiropody will be held for reciprocity and exam- 
ination in the Jefferson Bidg., Jefferson City, Mo., on June 14-15, 1958, Board Secretary: Dr. L. A. Hansen, 
800 Professional Bidg., Kansas City, Mo. 


Montana 
The next board meeting of the Montana Chiropody-Medical Board of Examiners will be held when the 
need arises for reciprocity or examination at the State Capitol, Helena, Mont. Board Secretary: Thomas L. 
Hawkins, M.D., Helena, Montana. 
Nebraska 
The next board meeting of the Nebraska State Board of Examiners in Chiropody will be held at_the 
State Capitol Bidg., Lincoln, Nebr. in July 1958. Board Secretary: Herman F. Gartner, D.S.C., First 
Bidg., Lincoln, Nebr. 

ev 
The Nevada State Chiropody Board. Beard Secretary: Dr. William A. Edwards, 150 No. Arlington St., 
Reno, Nevada. 
New Hampshire 
‘rhe New Hampshire Board of Registration in Chiropody. Board Secretary: M. Atkinson, M.D., 61 S. 
Spring St., Concord, N. H. 
New Mexico 
The next board meeting of the New Mexico State Board of Chiropody will be held for reciprocity and exami- 
nation on July 12-13, 1958 at Albuquerque, N. Mex. Board Secretary: Morris Haas, D.S.C., 121 Sycamore 
St., N. E., Albuquerque, N. M. 
New York 
The New York State Board of Podiatry Examiners. Board Secretary: Mr. James O. Hoyle, 23 S. Pearl St.. 
Albany, New York. 


N Carolina 
The North Carolina State Board of Chiropody Examiners. Board Secretary: Dr. Charles Darby, P. VU. Box 
55, Statesville, N. C. 
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IF A BANDAGE IS TOO MUCH BFL may be just right! 


Ideal first-aid dressing and surgical powder for minor 
abrasions; athlete’s foot; tired, burning feet 


B-F-I POWDER affords antibacterial protection—without caking or crust 
formation. The excellent clinging power of this finely subdivided powder 
provides effective covering against contact with air or friction with 
clothing. 

B-F-I POWDER is astringent to the degree necessary to promote contrac- 
tion of the skin and to reduce secretions. 

The drying, absorbent action of B-F-I POWDER helps keep weeping areas 
dry, yet through the action of the bismuth compounds, allays irritation. 


Use and recommend B-F-I POWDER for regular use by your patients. 
B-F-I promotes healing, absorbs and protects, but does not cake or irritate. 


MERCK SHARP & DOHME 


B-F-1 is a trade-mark of Merck & Co., Inc. DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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North 
The next board meeting of the North Dakota Board of Registration in Chiro will be held for rec- 
iprocity and examination at call in 1958 at 303 Black “Bide. Fargo, N. Dak. Secretary: Dr. E. B. 
Snuff, 303 Black Bidg., Fargo, No. Dak. 


Oklahoma 
The Oklahoma State Board of Chiropody. Board Secretary: Dr. Warren D. Long, 1217 No. Walker St., 
Oklahoma City, Okla. 


Oregon 

Oregon State Gcqotine Examining Board. Board Secretary: Harold M. Erickson, M.D., 914 State 
Office Bidg., Portland 1, Oregon. 

Pennsylvania 

Pennsylvania State Board of Chiropody Examiners. Board Chairman: Dr. Raiph H. Orr, 424 Colorado 
Drive, Erie, Pa. Board Secretary: Dr. Jack S. Pincus, 26 N. Third St., ‘Harrisburg, Pa. 


Rhode Island 

The Rhode Island Board of Examiners in Chiropody. Administrator: Thomas B. Casey, 366 State Office 
Bidg., Providence, R. I. 

South Carolina . 

The South Carolina Board of Chiropody Examiners. Board Secretary: Dr. Charlies W. Clark, 535 Harden 
St. Five = Columbia, South Carolina. 

South Dak 

The next Beare meeting of the on Dakota State Board of ee, "5; will be held for reciprocity 
and ees. in Sioux Falls, S. D. in June, 1958. Board Sec Dr. Fred D. Rule, 204 Kresge Bidg., 
Sioux Falls, S. D. 


Tennessee 
‘ne Tennessee Board of Registration in Chiropody. Board Secretary: Dr. Arthur Richert, 3355 Poplar St., 
Memphis, Tenn. 


Texas 
The Texas State Board of Chiropody Examiners will meet July 17-20, 1958 at the Hilton Hotel, Fort Worth, 
ay Board Secretary: Dr. Lewis M. Hoppock, P. O. Box 3315, Temple, Texas. 


The ue 1 ge Board of Chiropody Examiners. Board Secretary: Dr. A. Bowden, First Security Bank Blidg., 
vO, 


Vermont 

Vermont Chiropody Association. Board Secretary: Dr. Regis P. Nolin, 14 Clarke St., Burlington, Vt. 
Washington 

The Washington State Board of Chiropody. Board Secretary: Edw. C. Dohm, Gen. Adm. Bldg., Olympia, 
Wash. 


West Vi 
Medical Licensing Board of West Virginia. Board Secretary: N. H. Dyer, M.D., State Office Building, 
Charleston, W. Va. 


Wisconsin 

— i. Board of Examiners. Board Secretary: Dr. O. J. Trimborn, 208 E. Wisconsin Ave., Milwau- 
ee 

Wyoming 

The Wyo yoming State Board of Registration in ben a “deg will meet for examination in June, 1958 
at the Capitol Bldg., Cheyenne, Wyo. Board Secretary: . J. W. Scott, 21 East Works St., Sheridan, Wyo. 


AAwands for Research Papert 


The Wm. J. Stickel Annual Awards 
for Research in Chiropody for 1958 


Sponsored by the 
Journal of the American Podiatry Association 


and 
The NAC Agency, Inc. 
Fourteenth Year of Awards 


Ist Award - $400.00 — 2nd Award - $250.00 — 3rd Award - $100.00 
4th and 5th Awards - each $50.00 


THE DREW AWARDS 


For research on the practical application of shoes to foot oe. 
Ist Award - $200.00 — 2nd Award - $150.00 — 3rd Award - $100.00 


Application forms, rules and regulations can be obtained from the Sec- 
retary. The final date on which papers will be accepted is May |, 1958. 
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Why 
4 


a notable adjunct 
to your professional skill 


DESITIN 


OINTMENT 


proven in extensive studies' and in over a quarter 
century of everyday use in chiropody to effectively . . . 


relieve pain and itching, soothe, lubricate, 
soften, stimulate healthy granulation and accel- 
erate healing in... 


e heloma and tyloma e dermatitis 


e inflamed nail grooves e ulcers 


e wounds esore joints e scaling 


e after nail removal 
SCALING DERMATITIS 


DESITIN OINTMENT combines high grade Nor- 


wegian cod liver oil (with its unsaturated fatty 
acids and high potency vitamins A and D in proper 
ratio for maximum efficacy), zinc oxide, talcum, 
petrolatum and lanolin. Tubes of 1 oz., 2 oz., 4 oz., 
and 1 Ib. jars. 


DESITIN POWDER, scientifically balanced medic- 
inal powder, is saturated with high grade Nor- 
wegian cod liver oil, and therefore it will not 
deprive the skin of its natural fat. 


PLANTAR HELOMA 
Samples and reprint on request. 


DESITIN CHEMICAL COMPANY 


Providence 4, R. I. 
e ‘Ignatoff, W. R., Journal National Assn. Chiropodists, December 1952 
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DIRECTORY OF COUNCILS AND COMMITTEES 


First Administrative Division—Dr. George E. Guenzler, President Elect 
Council on Education 
Dr. Stewart E. Reed, Chairman, 425 Kresge Bldg., Des Moines, Iowa 
Council on Scientific Sections 
Dr. Raymond K. Locke, Chairman, 134 Engle St., Englewood, N. J. 
Dr, Milton Henenfeld, Coordinator, 450 Seventh Ave., N. Y., N. Y. 
Committees: 
Research—Dr. William F. Eads, Chairman, 1651 Garnet St., San Diego, Calif. 
Scientific Exhibits—Dr. LeRoy C. Numbers, Chairman, 1327 N. Clark St., Chicago, III. 
Dr. Edward Ganny, Co-Chairman, 1907 Eye St., N.W., Washington, D. C. 
Foot Surgery—Dr. Lester A. Walsh, Chairman, 709 N. Colorado Ave., Midland, Texas 
Roentgenology—Dr James E. Bates, Chairman, 5916 Greene St., Philadelphia, Pa. 
Foot Orthopedics—Dr. Harvey Atkinson, Chairman, 462 Trapelo Rd., Belmont, Mass. 
Hospital Practices—Dr. 1. P. Forman, Chairman, 2250 N. Front St., Philadelphia, Pa. 
Pharmaceutical—Dr. Ralph E. Owens, Chairman, 1700 Exchange Blvd., Oklahoma City, Okla. 
Shoes—Dr. Edward C. Meldman, Chairman, 161 W. Wisconsin Ave., Milwaukee, Wis. 
Children’s Foot Health—Dr. John T. Sharp, Chairman, 1424 Old York Rd., Abington, Pa. 
Council on Journalism 
Dr. Alec C. Levin, Chairman, 1835 Eye St., N.W., Washington, D. C. 
Committees: 
Publications—Dr. Robert Shor, Chairman, 4480 Crenshaw Blvd., Los Angeles, Calif. 
Nomenclature—Dr. Peter N. Varzos, Chairman, 25 E. Washington St., Chicago, III. 
History and Library—Dr. Charles E. Krausz, Chairman, 810 Gilbert Rd., Cheltenham, Pa. 
Council on Podiatry Therapeutics and Pharmacy 
Dr. Harry L. Hoffman, Chairman, 1098 National Press Bldg., Washington, D. C. 


Second Administrative Division—Dr. Marvin W. Shapiro, Vice President 
Council on External Affairs 

Dr. Felton O. Gamble, Chairman, 1888 N. Country Club Rd., Tucson, Ariz. 

Committees: 
Medical Relations—Dr. Irving Yale, Chairman, 44 E. Main St., Ansonia, Conn. 
Nursing Relations—Dr. Victoria A. Auriene, Chairman, 221 Peoria Ave., Dixon, III. 
Industrial Relations—Dr. John E. Green, Chairman, 108 Murray St., Binghamton, N. Y. 
Commercial Relations—Dr. Edward H. Buchbinder, 10 Allyn St., Hartford, Conn. 


Council on Foot Health Information 
Dr. Earl G. Kaplan, Chairman, 14608 Gratiot Ave., Detroit, Mich. 
Committees: 
Public Education—Dr. H. L. Collins, Chairman, 318 E. State St., Columbus, Ohio 
Public Relations—Dr. Burdette L. Anderson, 4379 West 219 St., Fairview Park, Ohio 
National Health Program—Dr. Arnold W. Newman, Chairman, 5411 Chester Ave., Phila- 
delphia, Pa. 
Speakers Bureau—Dr. Charles W. Shuffle, Chairman, 1801 K St., N.W., Washington, D. C. 
Audio-Visual—Dr. Marvin W. Shapiro, Chairman, 1059 Spitzer Bldg., Toledo, Ohio 
Council on Legislation 
Dr. Morse K. Upshaw, Jr., Chairman, 511-513 Lamar Life Bldg., Jackson, Miss. 
Committees: 
Federal Affairs—Dr. Charles Turchin, Chairman, 818 18th St., N.W., Washington, D. C. 
State Affairs—Dr. Joy E. Adams, Chairman, 401 Florida National Bank Bldg., St. Petersburg. 
Fla. 
Military Affairs—Dr. Joel H. Hill, Chairman, 119 E. Court Square, Decatur, Ga. 


Third Administrative Division—Dr. Marvin D. Marr, Vice President 
Council on Membership 
Dr. Harry I. Horowitz, Chairman, 30-96 Steinway St., Astoria, L. I., N. Y. 
Committees: 
State Society Membership—Dr. Wm. S. King, Chairman, Three Sisters Bldg., Memphis, Tenn. 
Vocational Guidance—Dr. L. B. Thompson, Chairman, 705 Kenosha National Bank Bldg., 
Kenosha, Wis.; Dr. Stanford S. Rudnick, Co-Chairman, 299 Main St., West Haven, Conn. 
Students Organization—Dr. Edward L. Tarara, Chairman, Mayo Clinic, Rochester, Minn. 
Ethics—Dr. Ronald E. Fields, Chairman, 224 Bennie Dillon Bldg., Nashville, Tenn. 
Office Assistants—Dr. David M. Simon, Chairman, 2992 Bailey Ave., Buffalo, N. Y. 
Council on Internal Affairs 
Dr. Charles R. Brantingham, Chairman, 311 Security Bldg., Long Beach, Calif. 
Committees: . 
Professional Economics—Dr. B. C. Egerter, Chairman, 507 Liberty Ave., Pittsburgh, Pa. 
Museum—Dr. George Nelson, Chairman, 420 Kresge Bldg., Minneapolis, Minn. 
Liaison to Affiliated Societies—Dr. Charles R. Brantingham, Chairman, 311 Security Bldg., 
Long Beach, Calif. 
Constitution and By-Laws—Dr. Leo N. Liss, Chairman, 209 Post St., San Francisco, Calif. 


Committee on NAC Insurance—Dr. Irving Pashin, Chairman, 12 Catharine St., Poughkeepsie, N. Y. , 
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THE BIRTCHER 


VI BRA- 


UNIFORM HYDROMASSAGE 


utilizing the hydropercussive effect of thousands 

of tiny bubbles impinging themselves over every 
LOW COST, square inch of skin, provides fast, thorough 
LIGHT WEIGHT treatment that is well received by the patient. 


the VIBRA-BATH is CONTROLLED INTENSITY 

easily operated, of the massaging action, and thermostatically 
completely portable. regulated air temperature up to 170° allows the use 
An ideal hydro- of the VIBRA-BATH in all technics requiring the 
therapy unit for vasodilating effect of heat combined with 

your office, and for the stimulus of gentle massage. 


home use by patients. No electrical device is used 
near or in contact with water. 


| 4371 Valley Bivd., Los Angeles 32, California 


Oo Please mail me the ‘‘Handbook on Hydromassage”’ 
and collection of medical journal reprints on hydro- 


Send for FREE 
| therapy, plus descriptives on the Birtcher VIBRA-BATH. 


“Handbook on 
Hydromassage.” 


| Dr. 
| Address 
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This is Article No.1 in a series of six devoted to foot problems common to children’s feet. (1) 


A Basis For Therapy of Mechanical 


"A Reprint Of This 
Is Offered 


A reprint of this article — and the 
= other five in this continuing series — is 
= available, without charge or obligation, 
= at your request. The subjects individu- 
m ally covered are Pronation in Pre- 
™ School and Early Childhood, Prona- 
mw. tion in Adolescence, Pigeon Toe, 
Knockknees and Bow Legs, and Pain- 
me ful Heel. 


This shoe, like all CHILD LIFE shoes, pro- ‘ue A wedge chart, prepared for the pro- 
vides a sound basis for the foot. A firm Sm fessional man, illustrating corrective 
counter is built in to hold the heel in place, [iim wedges and describing their work is 
ample room is provided for growing toes, muueeee yours for the asking. 
and the sole is flexible for natural, unim- , A booklet on the care of the feet and 
peded walking. Smee 4advice on the selection of children’s 

Leather is the best — soft, supple, white _ shoes will be sent to you in quantity at 
tanned uppers to feel good and look good (mmm Your request. This booklet — completely 
on the feet. You are invited to write for ee PA tion to — is suitable for Presen- 
the name of the CHILD LIFE dealer in 2 . tation to young mothers in your 
your area. practice. 


Support where 
it’s needed @ 


Flexibility where ...and room for 
it’s wanted toes to grow in 


These advertisements first appeared in 
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Foot Pr oblems in Children. Rubin, 


D.S.C.* 


(1) Published in the interest of pedia- 
tricians as 


Mechanical foot problems in chil- 
dren are most likely to develop in two 
special periods. The first of these 
covers the early walking and pre- 
school years. At this time the foot is 
first subjected to the forces of bodily 
weight and muscular force. Reflexes 
are being conditioned to achieve 
automaticity. Imitative stance and 
gait patterns are re-enforcing or mod- 
ifying hereditary tendencies. The 
automaticity of walking and the flat 
surfaces we tread on, tend to produce 
localized instead of dispersed stress 
pathways. The rate of growth at this 
age is rapid. 

The other period extends through 
pubescence and into adolescence. 
Here the growth rate is again accel- 
erated. Hormonal out-pourings are 
being adjusted at new levels. New 
social and physical demands affect 
the physique as well as the psyche. 


The variations are mostly in degree 
and not in kind. A basic set of fac- 
tors underlies all pathomechanical 
problems. When stresses are gen- 
erated in a structure, reactions follow. 
In biological systems the reactions are 
modified by adaptive responses 
tending to maintain the “steady 
state.” A pathomechanical foot prob- 
lem is a significant deviation. The 
involved structure (its osseo-liga- 
mentous architecture and its working 
postural attitude) has been unable to 
adjust satisfactorily to the forces 
(stressors) imposed upon it. 

The etiologic factors, then, may 
be classified in three groups: 

1. STRUCTURE. — Certain variations of bony 
alignment and/or morphology provide 
poor stress resistant patterns. Some of 
these are short or hypermobile first meta- 
tarsal segment,” scanty sustentaculum 
tali,? tarsal coalitions,’ “gorilloid” navicu- 


lar, increased sub-talar declination, liga- 
mentous shortcomings, etc. 


2. STRESSORS. — Hard, flat walking sur- 
faces, poor stance and gait habits, sys- 
temic disorders, footgear failure and 
work-load are some of the affecting 
causes. Adults, of course, are subject to 
many more, but these are the major stress- 
es in children. 

3. STRESS ADAPTATION (AFTER SELYE‘*). — 
Adequate adaptation means good health. 
Hypo- or hyperadaptation may mean the 
converse. In the child, the endocrine as- 
pect of this has only slight application. 
The neuromuscular apparatus, however, is 
@ potent force, particularly the way the 
leg muscles distribute stresses generated 
in the foot. 

This concept enables the setting up 
of a three-pronged attack. Quantita- 
tive assessment will depend on judg- 
ment. However, generally speaking, 
poor stress resistant patterns can be 
supported by use of proper shoes, 
wedges, pads, inserts, appliances, etc., 
until adequate adaptive changes and 
mechanisms make their further use 
unnecessary. 


Stressors such as poor stance and 
gait can be reduced or eliminated by 
means of remedial and resistive exer- 
cises. Poor footgear can be discarded 
and proper footgear used to minimize 
the harmful effects of flat under- 
footing. 

The neuromuscular aspect of stress 
adaptation can be directed, con- 
trolled, and assisted by use of specific 
exercises, wedges, appliances, or 
other devices. 

Summing up, we can generalize 
that adequate treatment of a mechan- 
ical foot-problem consists of support- 
ing the weak structure, eliminating 
or minimizing stressors, and assist- 
ing the body to adapt successfully. 


REFERENCES sis. Hydrocor- t Survey; an Investigation © Foot 
1, Rubin, A.; Periarthriti, mts Canadian Selgiers. Ostews, 
tisone JN.AC 45: 17-33 1955. 1947. (N.R.C. No. 15 te 4 ne 
D. The [Haman Foot 4, HT be Ssory of 1952. 
New York, Columbia Univ. vat, tion oh 
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athlete's foot 


Carrier unto himself 


ig Once he is infected with athlete’s foot, he is likely to remain a “carrier 
unto himself,” even without re-exposure. Daily routine application 
of Desenex protects against reinfection and recurrence. 


Desenex: 


OINTMENT — POWDER 
SOLUTION 


fast relief from itching 
prompt antimycotic action 


continuing prophylaxis 


NIGHT and DAY treatment 

AT NIGHT — Desenex Ointment (zincundecate) 1 oz. tubes. — 

DURING THE DAY — Desenex Powder (zincundecate) — 11, oz. container. 
ALSO — Desenex Solution (undecylenic acid) — 2 fl. oz. bottles. 


In otomycosis — Desenex Solution or Ointment. 


Write for samples. 


MALTBIE LABORATORIES DIVISION * WALLACE & TIERNAN, INC. « Belleville 9, N. J. 
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USE OF THE CUFF PAIN TEST IN THE EARLY 
DIAGNOSIS OF PHLEBOTHROMBOSIS* 


Introduction: 

In 1934 John Homans, writing in the New 
England Journal of Medicine, called atten- 
tion to the casual relationship between deep 
thrombo-phlebitis and pulmonary em- 
bolism. Five years later, Ochsner and 
DeBakey published in the Southern Sur- 
geon a classic paper on thrombo-phlebitis 
and phlebo-thrombosis, Homans spoke of 
the latter as the “quiet thrombo-phlebitis” 
and Piulachs of Barcelona has stated that 
phlebo-thrombosis and thrombo-phlebitis 
are “two successive phases of the same 
pathological disorder.” Regardless of ter- 
minology, we need only realize that there 
are two entities or phases of the phlebitic 
process. In thrombo-phlebitis, the clot is 
usually adherent to the vein wall and in 
phlebo-thrombosis it is not; the two phases 
may, of course, co-exist. Thrombo-phlebitis 
classically is diagnosed by: 

1. Increased temperature locally and gen- 

erally. 


Distended veins. 
And there may or may not be discolora- 
tion of the entire limb. 


2. Increased pulse rate. 
3. Swelling. 

4. Pain. 

5. Redness. 

6. 

7. 


* Presented at the International Society of Angiol- 
ogy Congress, Atlantic City, Oct. 2Ist, 1957, 
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ROBERT |. LOWENBERG, M.D. 


New Haven, Conn. 


Phlebo-thrombosis, on the other hand, 
may have only one or two of these signs 
or symptoms or may have none at all. Be- 
cause of the lack of attachment of the clot, 
the condition is frequently first recognized 
after a pulmonary embolism has resulted, 
and in some instances, the condition is first 
recognized at the post-mortem table. A 
simple clinical test which might aid in the 
early detection of intravascular clotting 
would be a valuable addition to our diag- 
nostic armamentarium, This point was 
mentioned by DeBakey in an exhaustive 
collective review which appeared in the 
International Abstracts of Surgery. 

The Cuff Pain Test was first reported in 
Science on June 18, 1954. A more detailed 
report including case histories was published 
by this author in the Journal of the Amer- 
ican Medical Association on August 28, 
1954. Since its introduction, the Cuff Pain 
Test has been employed by the author and 
his staff many thousands of times. The test 
requires no laboratory equipment and only 
about ten minutes to learn and two min- 
utes to perform. The only apparatus neces- 
sary is a blood pressure machine. The sig- 
nificance of discomfort following compres- 
sion of the limb with the oscillometer cuff 
was recognized while performing routine 
oscillometric studies on patients with symp- 
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tomatology referable to their lower limbs. 
Some of the patients with healthy appear- 
ing limbs who complained of pain on use 
of the oscillometer cuff were subsequently 
proven to have phlebitis. On analysis this 
finding proved significant. 


Technique 

In performing the test, the patient's 
threshold for pain must first be determined. 
In order to accomplish this, the oscillometer 
cuff is placed on the arm and rapidly dis- 
tended to two hundred fifty millimeters of 
mercury. The average patient experiences 
no pain at this pressure. The test is then 
performed by similar compression succes- 
sively of the lower limbs above and below 
the knee. A blood pressure cuff or an oscil- 
lometer cuff serve equally well for this 
study. A level of one hundred eighty to two 
hundred millimeters of mercury pressure 
has been found proper for the lower ex- 
tremity. If pain is experienced as indicated 
by the patient’s withdrawing the limb, 
wincing, or crying out, the cuff is immedi- 
ately deflated. This is considered a positive 
test. For the purpose of checking the pa- 
tient’s reliability, the test may be safely re- 
peated within a minute or two. The same 
response should be elicited within twenty 
millimeters of mercury pressure. 

Repetition of the Cuff Pain Test may be 
done at frequent intervals in an attempt to 
further assess the patient’s condition, to 
make the diagnosis, or in following the 
course of the disease, or the validity of the 
therapy. In patients with a reduced pain 
threshold, a pain response at levels below 
180 mm/Hg must be given special inter- 
pretation relative to the pain-response level 
on the upper extremity. 


Discussion 

Numerous signs and tests have been de- 
scribed in the diagnosis of the phlebitic 
process. They are all valuable in different 
degrees. Measurement for swelling, deep 


calf and deep thigh tenderness are impor- 
tant when present. The passive forceful 
dorsiflexion sign of Homans’ and the pas- 
sive forceful plantar flexion sign of Rosen- 
thal are reliable. Harveys’ sign and the 
lateral plantar squeeze used extensively by 
this author are indicative of plantar phle- 
bitis. Moses’ sign is usually a late one pres- 
ent more commonly in the post-phlebitic 
state. Venography by direct cannulation 
or by the trans-osseous route is elaborate 
and time consuming but helpful in skilled 
hands. In the presence of a positive re- 
action to any one of these other tests, except 
those of the post-phlebitic state, the cuff 
test is almost always positive. In most in- 
stances, the cuff test is positive prior to 
the other tests, though as the disease process 
progresses, other signs appear in progres- 
sion. With healing, the cuff test is the 
last sign to disappear. 

The Cuff Pain Test will be most valua- 
ble when it is done as part of the admission 
work-up to the hospital in all cases entering 
for major medical illnesses or major sur- 
gery. With the initial recording serving 
as a base line, repeat readings every two to 
three days after admission and in the post- 
operative period have greater significance. 
For example, if the initial testing showed 
no pain at two hundred millimeters of mer- 
cury on the lower limbs and five days after 
gastrectomy, the same test caused pain on 
one hundred fifty millimeters of mercury, 
this patient must be presumed to have 
phlebitis and should be treated accordingly. 


In the presence of superficial thrombo- 
phlebitis, the cuff test should probably not 
be done. It will routinely elicit pain and 
might aggravate the disease. The diagnosis 
is obvious and performance of the test can 
add no information which would be of 
value therapeutically. Deep phlebitis is in 
most instances a bilateral disease and usu- 
ally involves vessels in both the thigh and 
calf. This has been proven pathologically 
by the work of many investigators including 
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Patterson and McLaughlin. Physical ex- 
amination, however, commonly fails to de- 
tect positive signs in both lower limbs. One 
often being “silent.” Analysis of hundreds 
of patients’ records relative to the cuff test 
indicate that the vast majority have shown 
positive tests bilaterally. With the knowl- 
edge that a positive cuff test has been re- 
corded, an examiner returning to the pa- 
tient with greater care and time allowance, 
will in most instances detect one other posi- 
tive sign. This may be in the deep thigh 
vessels, the deep calf, the Achilles tendon 
region, the plantar vessels, Homans’ sign, 
etc. The Homans’ sign incidentally has 
been found to be positive in about 30% 
of cases when the cuff test is initially re- 
corded as positive. 

False positive tests have been recorded 
commonly in patients with ischemia, espe- 
cially those with intermittent claudication. 
Cases of direct trauma to a lower limb also 
record positive tests but the astute clinician 
can readily eliminate the false positives. 
For example, cases of intermittent claudi- 
cation usually show positive testing at only 
one of the four sites on the two lower ex- 
tremities and this is one of the calves. In 
phlebitis, a bona fide case almost always 
shows positive cuff testing over thigh and 
calf and in a great majority, both limbs are 
reactive. 

The exact mechanism of the pain re- 
sponse in the Cuff Pain Test is now known 
but it is believed to be similar physiologi- 
cally to that active in the calf squeeze and 
in the Homans’ maneuver. 


Results 

The Cuff Pain Test has now been per- 
formed by the author and his associates 
many thousand times. Information ob- 
tained has been found valuable in assessing 
cases and in initiating treatment. Progress 
of the therapy has been checked periodi- 
cally. This has been possible because this 
is the only quantitative clinical test pres- 
ently available. 


In no instance in our series has a pul- 
monary embolus resulted from the use of 
this test. In only two instances, both in 
the same patient, the combined determina- 
tions of oscillometry and the Cuff Pain Test 
have stirred up a smoldering phlebitis; this 
without serious complications to the pa- 
tient. Because of this, however, when the 
diagnosis is obvious or after confirmation, 
the Cuff Pain Test is not done repeatedly 
in seriously ill patients. Moreover, it 
should be done with proper discretion and 
mature judgment, always deflating the cuff 
promptly once the pain is elicited. 

Case reports indicate that the phlebitic 
process has been diagnosed in traumatic 
cases as long as three weeks prior to the 
presence of swelling, pain, or to other posi- 
tive signs. 

The Cuff Pain Test may prove valuable 
for mass screening in an attempt to pick up 
cryptic malignancy. Large-scale laboratory 
and x-ray screening projects for malignant 
disease may become more pointed by first 
subjecting large groups to the Cuff Pain 
Test. 


Summary 

1. The technique of performing the Cuff 
Pain Test has been presented, 

2. Brief comparison has been made with 
other tests available. These indicate that 
the Cuff Pain Test is very sensitive and 
that it is the only quantitative test avail- 
able. 

3. In the hands of skillful examiners, the 
test may be used as a guide to surgery 
and to anti-coagulant therapy. 

4. Additional uses for the Cuff Pain Test 
have been suggested. 

245 Edwards St. 
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A NEW DYNAMIC FOOT MOLD 


SIGNIFICANT advancement in foot prostheses, 
particularly in dynamic foot molds, has 
been made in the last half-dozen years. Pre- 
paring a plaster cast of the foot in true 
dynamic form has always proved a nip-and- 
tuck procedure, especially when a fully 
dynamic foot mold is intended. Despite 
every precaution, imperfections occur in 
casting technique and exactness, in fabrica- 
tion of the mold from the positive cast, and 
in achieving the end results desired. 

The laboratory time required and the 
expense to doctor and patient have seldom 
been justified. When errors result, the 
doctor finds it difficult to explain the 
amount of his fee, which is based upon 
the time expended. Often in such a situa- 
tion the patient compares the new appli- 
ance with the commercial ones he has prev- 
iously been plagued with, and asks what 
is the difference between them. The patient 
may even exhibit a defiant attitude if 
the new appliance does not bring good 
results. 

The discussion here concerns the simple 
preparation and easy dispensing of a 
dynamic foot mold, which I have used for 
about a year with greater success than that 
obtained with similar methods used earlier. 

Not all patients are amenable to foot 
appliances, for example, the wearer of the 
high-style shoe. If a foot imbalance is in- 
dicated, then after preliminary treatment, 
balance pads may be placed under the 
sock-lining of the high-style shoe. These 
patients rarely object to this method of 
treatment, and appreciate the comfort 
they receive. Many of them gratefully refer 
patients to the doctor, who can wear the 
Foot Dynamic Mold. 

The Foot Dynamic Mold is not a panacea 
for “painful feet,” nor is it applicable in 
all cases, but it excels the conventional 
types of appliance when used in medial 
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and lateral imbalance of the forefoot, in 
mid-metatarsal and mid-tarsal imbalances, 
and in the many pseudo and miscellaneous 
imbalances observed in a majority of the 
patients. 

In practical application of the Foot 
Dynamic Mold, the small amount of time 
required in its preparation and the ease 
of application are important factors. For 
these reasons, the mold itself is pre-cut and 
assembled in various basic sizes by the 
manufacturer.®! The operator (or doctor) 
merely fits the proper size mold to the 
patient’s shoe, adds the necessary correc- 
tions after the impression is made, and 
seals the bottom surface of the mold. 

To facilitate rapid determination of a 
patient's shoe-size, and also the size mold 
the shoe will take, a set of leather insoles 
have been designed, which also serve as 
patterns, (Fig. 1) 


Fig. 1 Leather insole patterns. 


The insole patterns fitting the full length 
and width on the floor of a given shoe size 
are cut from energy foam (flexible isocyan- 
ate polyester) bonded with cowhide leather 


®' Foot Dynamics, Inc., 810 Morgan Bldg., Port- 
land 5, Ore. 
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(glove type). Longitudinal pads of origi- 
nal design are cut in various sizes of air- 
foot foam and bonded to the foam side of 
the pattern, extending behind the meta- 
tarsal heads to approximate the talocal- 
caneonavicular transverse arch, (Fig. 5). 


Fig. 2 Marking mold using pattern. 


In order for the doctor to keep a mini- 
mum of sizes and pairs of insole foot molds 
in stock, the molds are made in four wom- 
en’s sizes (6, 7, 9, 10) and three men’s sizes 
(9, 11, 12). The patterns run in sizes for 
women from 4 to 10; for men from 7 to 12. 
(Special sizes are cut by hand.) For 
example, if a shoe size will take a size 8 
pattern, a number 9 mold size is used. The 
size 8 pattern is laid on top of the size 9 
mold and a tracing made at the front and 
the mold properly trimmed. (Fig. 2.) 


Proper Shoes 


Before attempting to fit a pair of Foot 
Dynamic Molds, it is necessary first to treat 
the patient with balance pads as used in 
the Turchin technique. When the patient 
has become comfortable and pain-free, he 
returns to the office wearing a comfortable 
pair of shoes. The shoes must provide sufh- 
cient room and be of proper size. Casual 
or lightweight shoes (men’s or women’s) 
are best for Foot Dynamic Molds. Shoes 
that are open at the heel or sides cannot 
be adapted for molds. If examination 
shows that the shoe is adequate, but should 
provide a little more room in order to 
accept the mold, the shoe is stretched. A 
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Fig. 3 Trimming mold showing adhered 
longitudinal pad. 


range of stretcher sizes 00, 0, 2, and 3 are 
the most useful. Often an old pair of shoes 
lends itself perfectly for the mold and re- 
quires no stretching. 


Office Procedure 


Selection is made of Foot Dynamic pat- 
tern (Fig. 1) and tried in the shoe. The 
way the pattern lies in the shoe indicates 
whether it fits from heel to toe and wall to 
wall. If the pattern crimps at the toe or 
comes up along the side, it is easy to judge 
how much of the mold will need to be 
trimmed. After the pattern size is deter- 
mined, the exact size of mold is selected 
from the Foot Dynamic Mold stock, or the 
next size larger. If larger size is used the 
pattern is placed on the mold and the 
amount to be trimmed from the mold is 
traced. The front part is trimmed first with 
slight trimming at the heel as required. 
Do not trim the lateral side of the mold. 
The pattern has been curved inward along 
the outer long arch to fit the shoe last, and 
the molds are straight along this side. (Fig. 
2.) 

Should the shoe need stretching, it is 
done at this time. A “shoe-stretching” 
liquid®? (obtainable from a shoe finding 
supplier) is applied to the vamp of the 
shoe and allowed to set for a few minutes. 


®* Stella’s Stretch-All. 
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Fig. 4 Mold with impression of foot and 
toes. 


The stretcher is then removed and the mold 
inserted. The patient walks around on the 
mold for five minutes so that toe impres- 
sions are made. The mold is then removed 
from the shoe. (Fig. 4.) 

A strip of airfoot foam is bonded to the 
undersurface (or foam side) of the insole 
mold directly under the crest of the toeweb- 
bing and fits into the concavity or sulcus, 
accentuating the toe crest. (Fig. 5) Cor- 
rections can also be bonded to the under- 


Accentuating toe crest. 


surface to balance, cradle, or protect vari- 
ous areas of the foot. (Fig. 6) The crest 
is cemented to the bottom surface of the 
mold under the webbing and the ends 
tapered with scissors. Too much crest 
should not be allowed under the fifth toe. 
The crest should follow the contour of the 
print. Foam rubber for this use is provided 
in the kit. (Fig. 6) 

The undersurface is now ready for coat- 
ing. (Fig. 7) The entire undersurface is 
coated with a thin layer of batter composed 
of wood-flour and natural latex. Starting 
at the front, the batter is spatulated to the 
bottom surface of the mold. As the coating 


Fig. 6 Additional “corrections.” 

is spread backward, it is finished by a down- 
ward stroke at the edge of the mold. (Fig. 
7) ; this keeps the blade clean and provides 
a good seal at the edge of the foam and 
leather. The coating is continued until the 
entire surface is covered. When the coating 
is completed it is sprayed with a coagulat- 
ing solution of 25 per cent calcium nitrate 
in isoprophyl alcohol. (Figs. 8, 9) Only 
a slight spraying is required. 

Any edges of the batter mixture are 
trimmed with scissors. The mold is then 
placed in the shoe and the top of the mold 
sprinkled with a little powder. The pa- 


Fig. 7 Coating undersurface. 
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Fig. 8 Coagulating undercoating. 


tient is instructed to wear the shoe for the 
rest of the day while it cures and takes a 
permanent set. This last step is very im- 
portant. The shoe may feel snug for a few 
minutes. In a few days or a week addi- 
tional corrections can be made, or at any 
time later. 

The molds are easily removed and can 
be placed in other shoes that are com- 
parable. 


Summary 
A three-dimensional contoured walking 
surface for the foot has been constructed. 
It is relatively light and rapid to construct 


Fig. 9 Completing the undercoating. 


in comparison with other methods in use 
today. 

The Foot Dynamic Mold is light in 
weight, retains sufficient resiliency, is com- 
pletely compatible with the foot, firm 
enough to control problems of forward 
thrust and torsion, and comfortable from 
the beginning. 


810 Morgan Building. 
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“IT is an article of faith with us, and one without which we doctors can not 
work or live, to believe that things can be improved, that the patient can be 
helped, and that we ourselves can always be better than we are.” 
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THE FOLLOWING data constitutes the essen- 
tial elements comprising the appointment 
and recall policy of this Clinic* as deter- 
mined by the author in collaboration with 
the Chief of Orthopedics at this Class II 
Army Medical installation. The actual 
handling of the appointment schedule is 
performed by the Central Appointment 
Section of the Outpatient Service. Referral 
of individual cases is accepted solely with 
the understanding that the standard Con- 
sultation Sheet request accompanies the 
patient record. 

A typical monthly (Tables I, Il and III) 
report is also included to apprise the read- 
ers of the large number and variety of foot 
problems encountered in the military. 

To the author’s way of thinking, the 
greatest difference to be observed in a 
military as contrasted to a civilian practice, 
is the relative paucity of female foot dis- 
turbances seen (W.A.C.s, nurses, and de- 
pendents included) as compared to the 
large percentage of foot problems affecting 
the male. And the almost incredible total 
of young males between the ages of 17 and 
30, with foot disorders of various types, 
far outdoes that seen in civilian life. This 
fact is constantly surprising to me, and 
serves only to re-emphasize the utmost need 
and importance that should be attached to 
public education programs and preventive 
measures designed for the infant, child and 
adolescent of the population. 

The age of males seen in the Clinic 
ranges from 6 through 60 years. The per- 
centage of the practice devoted to these 
patients is in the neighborhood of 92%. 
The general age of females varies from 
5 through 65 years. And they complete 


{ Formerly of Podiatry-Chiropody Clinic, Ortho- 
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the remaining 8% of the practice. 

The present office, a modest two-room 
layout, has been handled by the author 
for the past ten months, and prior to that 
by a civilian podiatrist-chiropodist in a 
civil service capacity for four years. There 
have been notable improvements in a physi- 
cal sense, in terms of equipment and sup- 
ply as well as in patient volume affected 
during this period of time. 

Conditions which are amenable to minor 
surgical corrective measures are attended 
to in the office under proper aseptic meas- 
ures. Patients are admitted and hospital- 
ized on a short term basis whenever nec- 
essary. Major surgical procedures that are 
not considered to be of true ambulatory 
nature are referred to the Orthopedic Sur- 
geons for final disposition. The profes- 
sional rapport between this Clinic and the 
other services of the hospital can be de- 
scribed as excellent. 

The full use of the adjoining Cast Room 
and Orthopedic Brace Shop is available for 
work in this field. These are located close 
by for easy supervision and handling of 
the case work. 

The prime objective of the Clinic since 
its establishment is essentially that of the 
profession at large. That is, to attend to 
and care for the manifold foot disorders 
that afflict the military man and his de- 
pendents, and to keep the serviceman am- 
bulatory, if at all possible, so as to provide 
for the effective continuation and perform- 
ance of his duties. 


Appointment Policy for Podiatry-Chiropody 
Clinic-Orthopedics 

1. Start appointments from 0830 at 30- 

minute intervals for new patients and 

20 minutes for old patients. New pa- 

tients are to be scheduled for the morn- 
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TABLE | 


Podiatry-Chiropody Clinic—Orthopedics, 
Report for May 1957 


Diagnosed Condition 
Osteo-arthritis—talonavicular artic, . 
Chronic adventitious bursitis— 
Bursitis—retrocalcaneal .......... 
—lIst Met-cuneiform artic. . 
Tyloma—forefoot ................. 
Heloma 
a. Heloma Durum—digits (dorsum) 
b. Heloma Durum—plantar ..... 
c. Heloma Molle—interdigital .... 
d. Heloma Neurofibrovasculare— 
e. Infected Heloma Durum 
f. Heloma Milliare—plantar .. 
Sesamoiditis—Ist MPJ ........ 
Dermatophytosis 
—with lymphadenitis and 
......... 
Dorsal talar exostosis— 
secondary to trauma ......... 
March fracture—2nd, 3rd Metatarsals 
Hallux Valgus 
a. Symptomatic .......... “or 
b. Asymptomatic .......... 
Rasty ............... 
Suspected Morton’s neurinoma .. 
Hammer toes—lesser digits ..... 
Overlapping toes—lesser digits 
—secondary to pernio ........... 
Limb length discrepancy ..... 
Foot size discrepancy— 
secondary to trauma ........ 
Internally rotated gait ............. 
Post polio forefoot—tyloma ........ 
Clubbed Nail—chronic (onychauxis) 
Mycotic Nail—chronic 
(onychomycosis) ........... 
Incurvated Nail—chronic .......... 
Post traumatic nail separation . 
Ingrown Nail (unguis incarnatus) .. 
a. Early—non-infected ........... 
Peri-ungual granulation tissue .... 
Sub-ungual glomus tumor (suspected) 


nou 


indicated 


ApriL, 1958 


‘Treat- 


ment 
Visits 


oo 


oO 


Total In-patient 7, Total patient 310. 


ing hours and old and return patients 
for the afternoons unless 
otherwise on the appointment slip. 
The last patient in the morning will 
be seen at 1100 hours, the Ist patient 


Treat- 


ment 

Diagnosed Condition No. Visits 
Granuloma (fibro) pyogenicum 

within nail groove ............ 1 1 

Callous Nail grooves (onychophosis) 3 3 

Chronic lateral ankle instability ... 2 2 
—with widening of the ankle 


Periarticular Fibrositis— 

2nd, 3rd, 4th MPJ ..... 7 8 
Plantar Heel Pain—periostitis ...... 1 
Os tibiale externum formation ...... 5 3 
Marked Pre Hallux formation ..... 6 6 
Deep medial heel fissure ........... 1 2 
Bunionectomy sequellae ....... 2 
Post Fracture—5th toe sequellae . 1 1 
Scarrified, keratotic lesions— 


Pes Cavus—symptomatic 

11 

Pes Planus 

a. Symptomatic ............ ee 3 

b. Asymptomatic ................ 2 2 
Spastic Pes Valgo Planus 

a. ....:..... 2 3 

Plantar Fasciitis 

Metatarsus Latus 

1} 12 

6 6 
Morton’s Syndrome 

Verruca 

a. Piamtar Volgaris .............. 57 

b. Pinntar Mosaic .............. 2 2 
Posterior Muscle Group Strain 

Old Freiberg’s Infraction .......... 2 2 
Tarsal Osseous Coalition ......... l 1 


Great and 2nd toe amputation with 
Lateral Heel Excrescence .......... 4 4 
Prominent peroneal tubercle with 
subacute peroneal tenosynovitis .. 2 2 


in the afternoon will be seen at 1300 
hours and the last at 1600 hours. 
2. Monday morning will be devoted to 
plantar verruca (warts). Schedule pa- 
tients with this complaint on this day 


4 8 
3 3 
4 5 
30 34 
10 14 
7 8 
3 5 
3 4 
3 4 
1 2 
2 
5 7 
9 2 
3 3 
2 
6 
7 14 
2 2 
1 
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only. These are rarely emergencies 
and can usually be held to this one 
time. 

Tuesday morning and early afternoon, 
if necessary, will be reserved for de- 
pendents who are new patients, other 
than plantar verruca cases. 
Wednesday afternoon will be closed 
as there will be no Clinic held that 
afternoon. 


TABLE Il 
Shoe Adjustments and Corrections 


Metatarsal Bars 

Thomas Heels 

Reverse Thomas Heels 
Boot Exchange 

Special Shoe Measurement 
Heel Lift 

Heel and Sole Lift 


Civilian consultant days, as indicated 
previously, will be closed completely. 


Pre-adolescent children (under 13 


years of age) with postural foot prob- 
lems or gait problems will not be seen 


in this Clinic at the present time. These 
will be handled on Wednesday after- 
noon in the Pediatric Clinic—Ortho- 
pedics. 

New or old patients with acute infec- 
tions, injuries, diabetes, tumor-like 
masses, and the like, will be seen at 
any time on an Emergency Basis. This 
is especially true of acute infected in- 
growing nail problems. Please phone 
the Clinic in advance for same day ap- 
pointments on these people or others 
who have not been recorded on the 
schedule sheet sent to the Clinic the 
previous day. 

Long distance and out-of-town patients 
should be handled with tact and ap- 
pointed accordingly, depending on 
what the problem is and how chronic 
or acute it may be. 


TABLE Ill 
Plantar Appliances 
Plantar appliances adjustment (stock) 
Plantar appliances fabricated and 
dispensed 
a. By plaster impressions 
1. Longitudinal moulds 
2. Long. and forefoot moulds . 
Celastic rearfoot inlays 
Functional insoles with forefoot 
balancing 
Stock longitudinals 


Dependents of all branches of service, 
both adults and children, as well as 
retired personnel, will be seen in the 
Clinic and should be handled as out- 
lined above. 
Same day appointments will be made 
only as the schedule will allow, and are 
to be phoned in to the Clinic in ad- 
vance. 
In-patients on referral from other serv- 
ices will be seen as above and handled 
accordingly, unless otherwise noted. 
Patients will be seen by prior referral 
and appointment only, unless they are 
old patients and have been previously 
directed to phone fhe OPC (Out- 
patient Clinic) for periodic care visita- 
tions. 
A total of not more than 15 patients 
will be seen on any one given day un- 
less directed otherwise. 
Two schedules are to be sent down 
each day, one for the reception desk, 
and one for this Clinic. 
Summary 
There are, no doubt, Podiatry-Chiropody 
practices in other military installations, 
both in the United States and overseas, that 
are conducted similar to the one outlined 
herein. This will, however, serve as a guide 
to practitioners at large who are not fa- 
miliar with the modes of practice in the 
present-day military organization. 
89 Sunset Terrace 
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PLANTAR VERRUCA AND IMMUNITY* 


Verruca plantaris was first described by 
Dubreuilk in 1895. The term verruca is 
used here to designate circumscribed hyper- 
trophic growths of the skin characterized by 
a more or less considerable thickening of 
the horny layer; under this description be- 
longs the term verruca plantaris. 

Verruca plantaris is characterized by con- 
siderable acanthosis and hyperkeratosis, As 
this outward growth is prevented, the acan- 
thosis has a tendency to produce rete cones 
that widen out laterally rather than to elon- 
gate, as seen in the other types of warts. 
This lateral extension of the rete cones 
takes place at the expense of the papillae 
which are found to keep pace in their 
length with the rate cones although they 
are very greatly narrowed. The interpap- 
illary processes are forced inwards so as 
to invaginate the Corium which becomes 
condensed. The opening is, as a rule, nar- 
rower than the bottom of the pocket con- 
taining the wart. 

The essential histologic change occur- 
ring in all types of wart was shown by Unna 
in 1896. During the 19th Century certain 
clinical observations, such as those of 
Payne (1891), were published in support 
of the contagiousness of warts. Varrot in 
1893 was the first to inoculate warts from 
a child directly to an adult, a result con- 
firmed by Jadassohn in 1896, who out of 
74 inoculatory tests obtained 41 positive 
results. Similar results have been obtained 
by Lanz (1899), Juliusberg (1903), and 
others. Lanz found the incubation period 
to be six weeks, Juliusberg fifty days. 

The filterability of the agent of warts 
was first proved by Ciuffo (1907) who used 
a Berkefeld N Candle. These results were 
confirmed by Serra (1908) who found that 
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the virus passed through a Berkefeld W 
Candle, lesions developing in 514-6 months. 
Wile and Kingery (1919) found after fil- 
tration that sterile filtrates induced lesions 
in 4 weeks. Kingery (1921) succeeded in 
producing a second generation of warts 
originally produced by inoculation, the in- 
cubation period being 6 months. Experi- 
ments by G. Marshall Findly have shown 
that there is considerable variation in the 
length of time necessary to produce lesions 
with a filtrate of warts through a Berkefeld 
V Candle. This variation extending from 
3-8 months appears to be due to a varia- 
tion in individual susceptibility. Spon- 
taneous disappearance of warts is by no 
means uncommon. G. Marshall Findlay 
(Imperial Cancer Research, London) 
found that after inoculating himself with 
three crops of warts he became immune to 
further inoculation. The serum, however, 
had no anti-viral properties, but after hy- 
perimmunization acquired them. 


As a result of much work on viral and 
rickettsial diseases Hans Zinnser made the 
following reference at a Symposium held 
at the Harvard School of Public Health in 
June of 1939. 


“There can be no doubt therefore that 
an infection with a virus agent leads to 
a modification of the physiologic condi- 
tion of the body which may, in its 
broad significance, be compared to what 
we speak of as “immunity” in the bac- 
terial infections. In this sense then, virus 
agents may be spoken of as — “anti- 
genic,” if we use the word in its broader 
and more modern sense . . . namely the 
property of arousing specific alterations 
in the reaction of the cells and tissues. 

This problem of antigenicity, however 
is closely involved with conceptions of 
the nature of the virus agents themselves. 
It must not be forgotten that in many 
cases in which viral immunity for life is 
the rule (i.e., poliomyelitis and measles), 


the initial immunity may be constantly 

reinforced by successive exposures.” 

The search for the above material was 
instigated by the general impression built 
up over the years in the writer's experience 
of recurrent conditions in the practice of 
podiatry. The rarity of recurrence of plan- 
tar verruca however stood out vividly and 
made a more thorough investigation man- 
datory. 

A recheck of my history cards for the 
years 1946 through 1956 showed 248 cases 
of plantar verruca. Four cards gave evi- 
dence of retreatment of plantar warts with 
a reasonable time lapse between treatments. 
(A time lapse of a year between treatments 
was arbitrarily created so as to prevent in- 
cluding as a “second wart” the original 
verruca and/or its satellites which had not 
been fully cleared up.) These four patients 
consisted of 1 Female age 32, 1 Female age 
16, 1 Male age 30, 1 Male age 20. Upon 
discussing the matter with the first young 
lady (still seen at regular intervals for 
other conditions) I was reminded that the 
original plantar wart had not been fully 
destroyed when she had to stop her visits 
and she did not return for treatment until 
some 3 years later when pain was the moti- 
vating factor. At that time the wart was 
treated and there has been no recurrence 
since (1954). The other young lady was 
treated by this office at two separate and 
distinct times for what were obviously two 
separate and distinct plantar warts. The 
young lady was last treated in 1954 and has 
had no recurrence. 

It is of great interest to note however 
that this girl has also had two separate and 
distinctly diagnosed cases of chicken pox 
(very rare). Apparently there is a definite 
inability to form the specific antibodies for 
these types of viral infection. The male 
adult mentioned above had two separate 
and distinct cases of plantar verruca treated 
in 1949 and 1951. There has been no re- 
currence since. The 20 year old male has 


had plantar warts on three occasions and 
there has been no recurrence since last 
treated in 1953. 

This left 244 patients with missing data 
surrounding their cases. Therefore a form 
letter was sent to all of these patients. The 
letter made specific inquiry as to the pres- 
ence and if so, the treatment of any plantar 
wart prior to their treatment by my office 
and the occurrence of any new warts and 
their treatment any time after being treated 
by this office. A question was also included 
as to whether the patient had ever had 
chicken pox and if so whether they had 
ever had a second case of same. Of the 244 
questionnaires sent out 169 have been re- 
ceived up to this writing. Twenty-nine 
were returned by the post office for lack 
of current addresses, leaving some 46 still 
unaccounted for. The returns showed only 
4 additional cases of a second case of plantar 
wart. Upon contacting these patients it 
was apparent that in three of the cases (all 
females—ages, “past 60 years,” 27 and 38) 
the condition was actually plantar helomata 
not plantar verruca. The fourth case, fe- 
male, age 18, was apparently a second case 
of plantar wart. All the other answers per- 
taining to plantar warts were in the nega- 
tive. There was not another case of multi- 
ple chicken :pox. 

From this data it would appear that a 
plantar verruca successfully treated tends 
to confer a lasting immunity. 

All of the above conditions were treated 
with 60% salicylic acid alone or in con- 
junction with monochloracetic acid. 
1602 King’s Highway 
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‘THE IMPORTANT prognostic aspect of a foot 
or ankle injury is how much restoration 
of normal function will be possible in the 
injured member and how long it will take. 
This is a point notably interesting to in- 
surance companies and important to the 
patient’s economic as well as psychological 
well-being. 

Any fracture is an osteoblastic and fibro- 
blastic stimulus. This, in the presence of 
plaster or acrylic immobilization for the 
necessary period of three to eight weeks, 
leads to adhesion formation. The preva- 
lent procedure after removal of the cast is 
x-ray examination of repair and observa- 
tion of the state of regional calcification. 
If calcium anatomy is capable of bearing 
weight, the profession bids a gracious fare- 
well to the case with the admonition that, 
“You must walk on it now.” But “You” 
cannot walk on it now. “You” have lost 
the habit pattern of the rhythm of locomo- 
tion. The inability to transmit body weight 
past a given part of the foot permits ad- 
hesion tissue to consolidate. Loss of syn- 
chronous arm motion and substitution of 
foot balance with upper body waddling 
further contributes to a frustrating di- 
lemma. It is entirely within our ability as 
podiatrists to reduce and even eliminate all 
of the post-immobilization disability in 
malleolar fracture, open or closed reduc- 
tion, fractures of the calcaneous and other 
tarsal bones, metatarsal shafts, especially 
the popularly prevalent fracture of the base 
of the fifth metatarsal. 

The foot rehabilitation is done in 
two phases, stimulation and walking re- 
education. 


Stimulation is done by whirlpool hydro- 
therapy on weight-bearing. The patient 
can bear weight on the foot while it is 


GAIT REHABILITATION AFTER FOOT CASTING 


HAROLD J. BLASS, Pod.D. 
Freeport, N. Y. 


under water and should use one crutch on 
either side of the tank for balance. It is 
encouraging in the early stages of rehabili- 
tation for a patient to demonstrate to him- 
self that the foot can bear weight even 
though statically. As this daily procedure 
goes on, first one crutch is removed from 
the side of the tank when the podiatrist 
thinks it safe and then both are removed, 
usually the following day. 


Walking re-education is a systematic, 
logical procedure and is the all important 
phase of the patient’s complete recovery. 
It should be started as soon as there is x-ray 
evidence of satisfactory structural calcium 
in the healed foot structure. Comparative 
views of the normal foot are taken. The 
first phase is accomplished by walking with- 
out crutches, holding onto and pushing a 
regular 40-inch chair on a linoleum floor 
for five minutes, three times daily. The 
head should be held as though the patient 
is balancing an imaginary glass of water 
on it. There is always a lunge toward the 
side of the injured foot and this is the first 
fault to eliminate. A “waddling head” will 
substitute for practically all forefoot use 
in walking and balancing. The limp is 
produced by inequality in motion of one 
side of the body as compared with the other 
in locomotion. 


With two crutches or two canes the pa- 
tient is taught to take two-inch steps from 
the heels to the very tips of the toes. This 
makes it mandatory to raise the knees in 
exaggerated fashion, a desirable activity for 
the quadriceps femoris muscle group. The 
motion of one foot must very slowly imi- 
tate the motion of the other. Fast walking 
(fast limping) should be stopped. Reduce 
gait to the slowest possible speed. The 
straight path of the head in walking is a 
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sign of balanced foot action. Crutches are 
removed from the armpits and used by 
gripping the handbar only, or two canes 
are employed instead. This is usually 
started on the second, third or fourth day 
after the beginning of gait rehabilitation. 
Then, while the patient is standing in the 
whirlpool tank the following day, he takes 
the two-inch steps without support if pos- 
sible. Due to the size of the tank there is 
usually only enough space for a few steps. 

We have now considered the cranial 
position and foot motion and must start 
arm synchrony, as soon as the patient can 
walk reasonably safe without canes or 
crutches. At this period, a modified Gibney 
ankle strap with foot in eversion is used. 
Arm synchrony is the most difficult phase 
of gait rehabilitation for a patient to com- 
prehend, but is probably the most helpful 
motion of the body to assist proper locomo- 
tion. 

The course of walking is along the path 
of five imaginary strings. One for the nose, 
one for each thumb to slide along and one 
for each large toe to follow. The proverbial 
glass of water is prevented from being 
spilled because the nose is held on the first 
imaginary string. 

Each thumb is swung forward as a pen- 
dulum in a straight line, the same amount 
of distance that the large toe of the opposite 
foot is swung forward on its straight line. 
This is broken down to a slow flowing 
“cat-like” motion of opposite arm to op- 
posite leg to the count of four beats to each 
step. The lack of coordination between 
upper and lower body motions is readily 
revealed in this routine when the improper 
arm will come forward after a few steps. 
When there is good rhythm between upper 
and lower body motion while walking, the 
“opposite arm to opposite foot phase” will 
be in constant relationship regardless of 
speed of execution. When this is accom- 
plished, a normal gait rate can readily and 
easily be accomplished. 


Ascending and descending stairs and 
curbs is then ready to be assayed. Here is 
where quadriceps tone is called upon. The 
faulty encounter is always made with two 
feet on each step, completely depending on 
the quadriceps of the good limb and foster- 
ing further atrophy of disuse of that group 
in the injured limb. On a short stairway, 
with right and left handrail if possible, the 
patient is told to ascend with one foot after 
the other, only one foot at a time on the 
step. For confidence mainly, an attendant 
should follow the patient very closely on 
ascent and lead very closely on descent. 
Here again the imaginary path of the five 
strings is applicable to diligently impress 
balanced action. 

Gait rehabilitation work is done daily, 
until the ability to walk on the five strings 
is faultlessly executed. The patient is in- 
structed to walk on the street in well fitting, 
broad heel oxford shoes after every re- 
habilitation session and then home for a 
two-hour bed rest (which they all wel- 
come). It is well to advise on the first visit, 
that :pain and edema are expected and that 
progressive action is not attained without 
some signs of inflammation. The Gibney 
strapping, covered with an elastic bandage, 
allays some of the transitory discomfort as 
does the daily two-hour rest. 

This is probably one of the most satisfy- 
ing services a podiatrist can offer; a service 
any orthopedist will want to have at his 
disposal for reference and a service that 
engenders heart-warming patient apprecia- 
tion. 


Case Illustrations 

Mr. S., male, age 49 years, 179 Ibs., suf- 
fered a fractured calcaneous in June 1955, 
sustained while jumping from a_height. 
The fracture was reduced with non- 
removable pins. There were three casts 
applied over a period of three and one-half 
months. At approximately mid-October 
1955, the patient requested removal and 
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would not permit any further casting. In 
mid-November the patient was referred by 
his physician for examination. Physical ex- 
amination revealed an edematous left foot, 
with ten degree extension at the ankle 
joint, no flexion beyond a right angle with 
the lower leg and no motions at the mid- 
tarsal joint. The toes were freely movable. 
The patient wore only a soft slipper and 
walked with a stiff knee and the entire leg 
rotated outward at a 45 degree angle with 
a characteristic upper body waddle to the 
left side. His body had adjusted to this 
type of locomotion, X-ray revealed that 
moderate decalcification and _ cloudiness 
was present in all evident tarsal joint areas. 
The foot was so rigid that it was not pos- 
sible to adequately manipulate it into posi- 
tion for desirable roentgen study. Gait re- 
habilitation was started in mid-November 
and continued five times weekly for two 
months and was fully successful. There 
was not the slightest residual imperfection 


in balanced walking action. This case was 
again examined when he referred another 
patient with a post traumatic ankle case 
for gait rehabilitation in February 1957 
and was still excellent in regard to walking 
ability. Flexion was only moderately lim- 
ited as compared with the right limb, but 
this has not prevented his resumption of 
handball and competitive club tennis. 
Summary 

1. Gait rehabilitation should be an im- 
portant and broad activity in podiatry. 

2. As soon as the foot is capable of bear- 
ing weight and x-ray examination so veri- 
fies, rehabilitation should start in earnest. 

3. It consists of the stimulation of the 
injured member, walking re-education and 
intelligently applied psychology. 

4. Synchrony of balanced motion be- 
tween upper and lower body action in the 
role of walking executed along an im- 
aginary path of five strings is the essence 
of walking re-education. 

80 South Grove Street 


CLINICALLY SPEAKING 


A place for the more informal presentation of reminders, sug- 
gestions, notes, observations and technics of value in office prac- 
tice. Your contributions of short manuscripts or illustrative case 
histories will determine this section’s usefulness. 


A CONSERVATIVE THERAPY FOR 
RECURRENT TYLOMA AT THE 
PLANTAR SURFACE OF THE FIFTH 
METATARSAL HEAD 

T. W. COCKRELL, D.S.C. 

Minot, N. Dak. 

Your attention is called in this paper to the 
calloused area of the plantar surface of the 
fifth metatarsal head in an otherwise nor- 
mal appearing foot. The following diag- 
nostic procedure is performed, on non- 
weight bearing, in these cases. 

Normalcy of structure is confirmed by 
palpation and other physical examination 
procedures. If considered normal, the foot 
is then examined for extended range of 
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motion of the fifth metatarsal. The method 
used for this examination requires that the 
foot be extended. The fifth metatarsal is 
grasped firmly at its head and held in a 
fixed position. The operator grasps the 
fifth metatarsal base with the thumb and 
forefinger of the other hand. The base is 
then manipulated in both dorsal and 
plantar directions. A range of movement 
of the fifth metatarsal base of more than 
four degrees may be considered patho- 
logical to the fifth metatarsal. Abnormal 
motion of the fifth metatarsal base can be 


expected in seven of ten cases, where there 
is a callus at the head of the fifth meta- 


tarsal. 
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Supportive technique proves the most 
efficient conservative treatment for this con- 
dition. This conclusion has been reached 
by my experience using the treatment 
herein described. Better than “satisfac- 
tory” results have been obtained in one 
hundred and six cases of callus under the 
fifth head. Treatment entails the padding 
of the fifth metatarsal base and shaft. Pad- 
ding must “splint” the motion at the fifth 
metatarso-cuboid articulation. The pad 
should be skived so as to bevel from a flat 
apex under the articulation forward. Its 
leading or anterior edge should end at the 
posterior margin of the condyles of the 
head of the fifth metatarsal. 

In my experience, this padding is much 
superior to the “oval or ring pad,” or “bar” 
on the outside of the shoe. Treatment 
directed only to relieve the weight-bearing 
stresses on the head of the fifth metatarsal, 
without taking into consideration the base 
of the bone, will but increase the amount 
of movement at the base. This excess 
motion will increase the friction on an 
already irritated metatarsal head. 

5 Kemper Block 


SPASTIC WEAK FOOT 
A Case Report 
ROBERT KAHAN, Pod.D.* 
Waterbury, Connecticut 
MALE, age 14, was presented at this office 
with the following history: About fifteen 
months prior to this date, following an un- 
certain and vague ankle injury, patient 
noted a spasm of the left foot. The foot 
has been held in this position since that 
date. Previous therapy by the orthopedic 
surgeon was unsuccessful and he had con- 
templated casting at this time. However, 
since the parents were desirous of keeping 
the boy ambulatory, they sought my 
opinion. 

Physical examination: Revealed marked 
spasm of the peroneal group. Patient walks 


*Podiatrist, Waterbury Hospital 


with slight limp. Foot is held in marked 
valgus. Passive manipulation is impossible 
due to resistance and severe pain. Neu- 
rological examination was negative. Roent- 
gen examination revealed no significant 
abnormality. 

(I might note that in at least a dozen 
similar cases seen while in service in asso- 
ciation with Dr. N. A. Camson,+ Trenton, 
New Jersey, a calcaneonavicular bar or 
bridge was found and in these cases therapy 
other than surgical intervention was of no 
avail.) 

Right foot presented a mild pronation. 
No spasm. 

Diagnosis: Spastic weak foot, left. 

Treatment: September 24th, consisted of 
bi-weekly aultrasonic therapy starting at 
0.5 om.? and gradually raised to 1.5 cm.? 
for 5 minutes. Prior to sonation, whirlpool 
for twenty minutes was instituted. 


After the first treatment the patient noted 
that his foot felt “relaxed”’ for the first time 
in fifteen months. At this time, no passive 
motion was present. 

On October 2nd, after two treatments, 
I noted 3° of passive inversion. Therapy 
was continued. 


On October 23rd, there was complete 
passive motion with relaxation of the pero- 
neal group. Patient now walked without 
limp. No pain present. Active motion was 
not possible. 

Over the ensuing weeks we continued the 
above therapy and starting with a 4” com- 
plete medial heel to sole wedge, we gradu- 
ally increased this wedge to 14”. 

Within two months after the onset of 
therapy, complete active and passive motion 
was present. Spasm had completely disap- 
peared. We then gradually decreased the 
wedge until a regular shoe could be worn. 

One year after therapy, there has been 
no recurrence. 

Summary: A routine of therapy is pre- 


+Foot Clinic, U.S.A.H., Ft. Dix, New Jersey 
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tion. The results were excellent and grati- 
fying to patient and doctor. 
60 Cooke St. 


OSTEOMYELITIS OF PARASITIC ORIGIN 
Case Report 


EDWARD H. BIER, D.S.C., F.A.C.F.O. 
Hoboken, N. J. 


On Apri 6th, 1953 a white female, age 19, 
was referred to the office by a clinician at 
St. Michael’s Hospital. The patient’s com- 
plaint was pain in the left heel and a 
“shooting” up the leg. Cause of this pain 
had been diagnosed as a tyloma situated 
under the calcaneal tuberosity. 

Objectively, there was an elevation of 
skin temperature of the left heel with in- 
flammation and swelling over the medical 
side of the calcaneous. Pain was elicited 
on lateral palpation of this bone. Reduc- 
tion of the excrescence revealed an under- 
lying escar approximately 3/16” in width 
and |” in length. 

Subjectively the patient stated that three 
years prior to her visit to the office she had 
stepped on a broken bottle while at the 
seashore. Closure of the resulting wound 
had required 13 sutures and ligatures. 


sented for a relatively uncommon condi- 


Healing of this wound had been unevent- 
ful. For the ensuing three years the patient 
had been experiencing pain, at first slight 
and then severe, in this area, Other symp- 
toms during this time were malaise and 
loss of appetite and weight. 

A tentative diagnosis of osteomyelitis of 
the calcaneus was made. Lateral, dorso- 
plantar, and lateral and medial oblique 
radiographs of the left calcaneus were 
taken. These revealed a well-defined area 
of osteoporosis with changes in bony tra- 
beculation. 

Significant laboratory findings were: 
RBC 3,750,000, WBC 11,150 neutrophils 
49%, eosinophils 10%, color index 1.1 + 
anisocytosis marked. 

A diagnosis was made of osteomyelitis 
of parasitic origin and a macrocytic anemia. 
The patient was referred back to St. Mi- 
chael’s Hospital. Surgica intervention with 
curettage of the bone was performed at the 
hospital. Unfortunately, neither the hos- 
pital or patient reported to my office, 
though reports were requested. However, 
I did phone the patient at her home on 
June 30, 1953. She was free of pain in the 
involved area. 

417 Washington St. 


1958 DIRECTORY 


Tue 1958 Directory will be published in June. Only the names of paid-up 


members will be listed. It is not possible to list more than one name and address 


for each member. 


Will you please check the address stencilled on your Journal envelope and the 


listing in the 1957 Directory to insure correctness? 
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PRESIDENT'S MESSAGE 


OUR PROFESSION has achieved its present stature because we have been performing 
a service our patients want and need. The excellence of this service has long been 
recognized by our patients, and increasingly so in the last quarter century by other 
health fields and public and private agencies. 

This service has been a specialized technological development of medical and 
other sciences. Continued growth demands of us initiative in some areas, and 
acceleration in others, of programs and projects in the development of increasing 
amounts of scientific information regarding the human foot. 

How is this to be done? Our schools must be the leaders. Because they are 
not supported from public funds, because they have relatively small endowment 
resources, and because they receive meager amounts from private and public 
sources, they are severely handicapped. 

Despite this, some staff members of our schools have added considerably to 
our knowledge in the fields of roentgenology, onychology, foot surgery, injection 
therapy, orthopedic mechanics, practice administration, etc. We often fail to 
recognize that the individuals we identify with these areas were and are associated 
with our institutions. 


Our affiliated specialty groups are encouraging foot research. Many in private 
practice have done much and contributed appreciably to our fund of knowledge. 
Occasionally a particular thesis attracts much favorable comment and is adopted 
widely. In some cases, if our colleges and clinics have evaluated these, they have 
failed to report their findings. 

The late eminent Dr. Nicholas von Schill editorialized frequently on the need 
for research in our profession. He set a format that can be used today. It was he 
who expounded that we must render unto our profession the things that belong 
to our profession. 

Podiatry-chiropody must continue to uncover more underlying causes of 
foot ailments (and find remedial agents) for foot suffering humanity, thereby 
adding a few years to the human life span and making those years worth living. 

Funds must be obtained, people must be trained, and our colleges, indi- 
viduals in private practice, and hospital foot clinics must be encouraged and 
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assisted in multiplying the amounts of new and useful knowledge. Our profession 
must be the major contributor to the nation’s foot health. Unless we accept and 
act on this responsibility, there is no justification in considering ourselves foot 
specialists. 


Jonas P. Morris, D.S.C. 


PUBLICITY VS. PUBLIC EDUCATION 


One school of thought holds that any mention of one’s name is good 
publicity. These individuals, while they do not completely approve, see no 
real harm from some of the material that appeared in the press on the occasion 
of the change of name of our professional association. 

Almost all of us, however, were somewhat appalled by some of the state- 
ments. It had been the hope that this would provide an opportunity by which 
the public would come to know better who and what a foot doctor is and does. 
This is public educational information. A small amount of what we received 
was publicity, and poor public relations. 

The simple announcement, copy of which every member received, was the 
only announcement released from national headquarters. It had been expected 
that this would stimulate inquiry by all media so that a proper picture could 
be presented. Unfortunately in one case, the newspaper misquoted (later 
apologizing) their informant. In one other case a newspaper borrowed from an 
antiquated source, presenting a frivolous picture. This apparently caught the 
fancy of other news media and was given wider readership through a syndicated 
column and a national publication. Some representations on our behalf were 
made to these agencies in the hopes that at least the writers involved would 
understand us better. 

The best advice we have obtained advises us not to press the issue. Attempts 
to rectify poor publicity usually result in still more adverse public relations. 
One is reminded of the incident regarding the press secretary of the President 
of the United States. 

Some states utilized and expanded the kit provided them and in these areas, 
good local educational information was the result. This was even true in states 
that were not changing the state society’s name. 

As of March 15th, we have received from our clipping bureau about 280 
separate news items regarding our name change. These represent almost all sec- 
tions of the nation. With the exception of those cited (and they account for less 
than 8% of the total) all would be rated good to excellent public information. 

We must face the fact that all news media exercise their prerogative of 
publishing what they believe to be what their readers wish. If there is one 
‘esson we have learned from this, it is that good public educational information 
and the dissemination of this information cannot be achieved on a shoestring. 
A proper public educational program will require continued effort over a long 
period supported by adequate funds. The basic information for such a program 
will have to be the scientific information developed by our members and in 
our schools, presented at our meetings, and published in our periodicals. 


A. R. 
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WASHINGTON REPORT 


Congress Considers: 

Increased Payments — The threat of a busi- 
ness recession has had the effect of hyper- 
sensitizing Congressmen to measures of 
relief and security. Two Congressmen from 
California, in February, introduced bills 
which are identical with two bills intro- 
duced by two other California Congress- 
men in February 1957. These bills would 
provide for increased payments by the Fed- 
eral government to the states for carrying 
out public assistance programs in the four 
categories, i.e., aid to the aged, dependent 
children, the blind, and the permanently 
and totally disabled. The bills provide 
that the Federal government participate 
with appropriations to the state program 
equal to one half the cost to the state for 
administering and one half of the total 
sum expended in the form of medical or 
any other type of remedial care. The bill 
would eliminate the $60 maximum monthly 
payments contained in the present law. It 
also provides that where an individual may 
not have adequate residence requirements 
entitling him to benefits, he may, never- 
theless, receive from the Federal govern- 
ment such amount as the government would 
have paid the state on his behalf until such 
time as he meets the state’s residence re- 
quirement. 

Washington newspapers carry a statement 
that, probably as an effect of the business 
slump, Congress reports that applicants for 
social security benefits have jumped eleven 
per cent. Accordingly, Congress has been 
requested to appropriate an additional 
$8,690,000 to be used to hire 465 new em- 
ployees and to pay overtime to its field 
staff to try to keep up with the twenty-five 
per cent increase in its workload. It is re- 
ported that social security received 200,000 
unanticipated claims in the six-months’ 
period ending last December and the num- 
ber is increasing. 


Hospital and Surgical Services — Congress- 
man Dellay, Democrat of New Jersey, has 
introduced H.R. 10532, a bill very similar 
to the Forand bill, H.R. 9467, described 
last month. It provides for an increase in 
the earnings formula under which persons 
would be taxed up to the first $6,000 of 
earnings instead of the present limit of 
$4,200. It would initiate hospital, nursing 
care, and surgical payments for persons 
eligible for O.A.S.1. benefits, and it would 
increase dollar payments to workers, their 
dependents, and survivors. The cost of 
hospital care for 60 days in any year in 
semi-private accommodations, and nursing 
home care up to a combined total of 120 
days in a 12-month period, is to be pro- 
vided. Such care can only be received in 
those hospitals which have entered into an 
agreement for payment with the govern- 
ment. Eligible nursing homes would be 
only those where skilled nursing care could 
be obtained and which were operated in 
connection with a _ hospital. Necessary 
minor surgery, or surgery in case of an 
emergency, would be permitted in a doc- 
tor’s office. The medical benefits would be 
available in addition to the dollar re- 
quirement or surgical payments already 
provided for in law. For example, a retired 
worker requiring 20 days’ hospital and 100 
days of nursing home care in a 12-month 
period would, in addition to receiving the 
cost of these benefits, continue to receive 
up to a maximum retirement payment of 
$151.80 per month, the new amount pro- 
vided in this bill. There are now before 
Congress three other bills very similar to 
these two bills, namely: H.R. 1092 by 
Congressman Celler, Democrat of New 
York; H.R. 4765 by Congressman Dingell, 
Democrat of Michigan; and H.R. 9448 by 
Congressman Roberts, Democrat of Ala- 
bama. 
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Disability — Senator Revercomb, Republi- 
can of West Virginia, in bill Senate 1811, 
and Congressman Dingell, Democrat of 
Michigan, in bill H.R. 10578, would revise 
the definition of “disability” as used under 
social security. The present law reads that 
an applicant for disability benefits shall be 
eligible only if he is found to be unable 
to engage in any substantial or gainful em- 
ployment because of a physical or medical 
impairment. Under this proposal, if the 
applicant could not obtain employment in 
an occupation similar to the work he was 
engaged in prior to his disability because 
of his impairment, he would be still eligi- 
ble for disability payments or “freeze’’ bene- 
fits. In another bill, H.R. 10583, by Con- 
gressman Dingell, Democrat of Michigan, 
would further amend the social security 
law. The existence of a qualifying dis- 
ability would be proven by a statement 
submitted by a Federal or state agency to 
the effect that the applicant is permanently 
disabled under the agency's definition and 
that the agency is paying or has paid him 
cash benefits for such disability. 


Tax Deferments — Senator Sparkman, Dem- 
ocrat of Alabama, and Congressman Rains, 
Democrat of Alabama, together with some 
others, are sponsoring similar bills in the 
two Houses that would amend the In- 
ternal Revenue Code of 1954 as to estab- 
lishing an initial program of tax adjust- 
ment for small and independent businesses 
and for persons engaged in small and in- 
dependent businesses. The provisions are 
similar to those contained in the Jenkins- 
Keogh bill described in the March issue. 
The bill would permit any individual who 
is not covered by or receiving payments 
from an employer’s pension annuity or 
stock bonus plan, to deduct from his tax- 
able income an amount paid by him each 
year to obtain retirement income for him- 
self or payments to his beneficiaries. The 
annual payments, called “retirement de- 
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posits” would be limited to 10 per cent of 
his adjusted gross income, or $1,000, which- 
ever is the lesser. For persons between the 
ages of 50 and 70, an additional 10 per cent 
of the formula could be added for each 
year over age 50. Restricted retirement 
fund plans would have to be the result of 
written agreements creating a trust or cus- 
todial account which could not be re- 
assigned. Banks and insurance companies 
would be required to advise the Secretary 
of the Treasury of individuals exercising 
the tax deduction privilege. 


Chemical Food Additives — Congressman 
Williams of Mississippi has introduced a 
bill, H.R. 10404, prohibiting the use of new 
food additives which have not been ade- 
quately pre-tested to establish their safe use 
under the conditions of their use. The 
amendment provides a new definition of 
“new food additives” as “any substance in- 
tended to be newly used . . . in the manu- 
facture, packing, processing, preparation, 
or other fabrication of any food and thus 
to become a component of such food, but 
which is not generally recognized among 


experts qualified by scientific training and 


experience . . . as safe for use under the 
conditions of its intended use.” The bill 
would prohibit the use of new food addi- 
tives until pre-testing data have been sub- 
mitted to the Secretary of Health, Educa- 
tion, and Welfare, and he has had an 
opportunity to evaluate them. 


Ten-Day, Press-On Nail Polish 

The Food and Drug Administration an- 
nounced that disfiguring and sometimes 
painful injury to the nails can occur to 
users of a new cosmetic product known as 
“Ten-day, Press-on Nail Polish.” Action is 
being taken to get the product off the mar- 
ket. Dealers are being asked to return im- 
mediately unsold stocks. The Department 
admonishes that users of this nail polish 
should remove the plastic covering with 
extreme care to avoid peeling, splitting, and 


breaking off of the nails. Approximately 
700 women have complained to the manu- 
facturer and the Food and Drug Adminis- 
tration of injury to their nails after using 
the product. The polish comes in the form 
of colored plastic strips in various sizes and 
shaped like fingernails. The characteristic 
injuries usually have appeared in two to 
four weeks after the plastic nails were ap- 
plied. 


Government Best Sellers 

The Department of Health, Education, 
and Welfare announces that of its many 
publications, those referring to children are 
the government's best sellers. Here is a 
list of the ten best sellers with the number 
of copies sold from date of issue: 1. Infant 
Care, 10,823,652; 2. Prenatal Care, 5,517,- 
213; 3. Your Child From One To Six, 
4,549,896; 4. Your Federal Income Tax, 
3,480,002; 5. Your Child From Six To 
Twelve, 1,755,626; 6. Your Social Security, 
Old-Age and Survivors Insurance, 1,195,- 
729; 7. Postage Stamps of the United States 
from 1847 to 1957, 1,009,195; 8. Air Craft 
Power Plant Handbook (CAA), 568,607; 
9. Pilot’s Weather Handbook (CAA) , 568,- 
126; 10. Know Your Money, 407,200. 


World Health Organization (W.H.O.) 

On April seventh—the traditional date of 
World Health Day—the tenth anniversary 
of the World Health Organization will be 
observed. The members of this cooperative 
are the nations of the world. Eighty-five 
countries are full members, while three 
territories which are not responsible for the 
conduct of their international relations 
have been admitted as associate members. 
Membership in the World Health Organi- 
zation is open to all states. All members 
contribute each year to its budget, and 
all members are entitled to the services and 
aid provided by the organization. Like the 
United Nations, it is an outcome of the 
world-wide longing for peace and inter- 


national understanding which inspired the 
United Nations’ charter. The original sug- 
gestion for its creation was contained in a 
joint proposal submitted to the United 
Nations’ Conference in April 1945 by Brazil 
and China, that an international health 
organization should be established. In 
June 1946, the United Nations summoned 
an international health conference in New 
York at which time the constitution of the 
World Health Organization was drafted, 
adopted and signed by representatives from 
sixty-one countries to become effective when 
twenty-six member states of the United 
Nations had ratified their signatures and 
this happened on the seventh of April, 
1948. 

The constitution defines health as a state 
of complete physical, mental and social 
well-being and not merely the absence of 
disease or infirmity. It states that the en- 
joyment of the highest attainable standard 
of health is a fundamental human right. 
It declares that unequal health develop- 
ment in these countries is a common danger 
and that the health achievements of any 
state are of value to all. It asserts that 
health of all people is fundamental to the 
attainment of peace and security. 

Its headquarters are in Geneva, Switzer- 
land, but annually it holds a conference in 
one or other of the member nations. The 
1958 conference will be held in Minneapo- 
lis, Minnesota, on invitation of the United 
States Government and the City of Minne- 
apolis. The meeting is expected to last 
three weeks. Probably a total of about 600 
people will be in attendance. While the 
delegates attending the World Health As- 
sembly are government representatives, the 
great majority of them are something more 
than this—they are also public health work- 
ers. As such, they have a common bond and 
a common objective. Their principal aim 
is to improve the health standards of their 
own countries and their whole training and 
experience have been geared to this aim. 
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TECHNIQUES IN FOOT SURGERY 


L. R. McCAIN, D.S.C., F.A.C.F.S., and N. H. KETAI, D.S.C., F.A.C.F.S. 


Editors, Publications Committee, A.C.F.S. 


Illustrated case reports and discussions, suggesting approaches 
to podiatric surgery, from the files of the American College of 


Foot Surgeons. 


SURGICAL PROCEDURE FOR REMOVAL 
OF FIFTH METATARSAL HEAD FOR 
TAILOR'S BUNION AND PLANTAR 
KERATOSIS 
A MALE patient, aged 56, presented himself 
at the office with a large prominence on the 
lateral condyle of the head of the fifth 
metatarsal right foot. He also had a wide 
calloused, ulcerated area on the plantar 
of this fifth metatarsal head. The patient 
was diabetic, but was under strict medical 
supervision. The fact that this was a trau- 
matic ulcer (not diabetic) made surgical 
intervention the procedure of choice. 

Roentgenograms indicated a hypertrophy 
of the fifth metatarsal head. 

Urinalysis revealed sugar in the urine. 
Blood chemistry for sugar showed 162 mg. 
Blood count findings were: Hemoglobin 


87% (13mg.); W.B.C. 7,500; R.B.C. 4,200,- 
000. Differential: Polys 67%, Lymph 24%, 


Mono. 8%, Eosin. 1%. Coagulation time 
2% minutes. Bleeding time 3 minutes. 
Sedimentation rate 12 mm (Cutler). 

The patient was given Daprisal ®! tabs. 
two, one hour prior to surgery. 

After sterile technic and the application 
of a Martin bandage, five cc. Monocaine ®? 
Hcl. 2% was used proximal to the metatar- 
sal head. 

A five centimeter incision was made dor- 
sally over the fifth metatarsal-phalangeal 
articulation, parallel and lateral to the 
tendon of Extensor Digitorum Longus. 
With a small scalpel careful dissection of 
the integument was made to expose the 
capsule. A longitudinal dorsal incision was 
then made through the capsule to expose 


®' Smith, Kline & French 
®* Novocol Chemical Mfg. Co. 
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the metatarso-phalangeal articulation. The 
head of the fifth metatarsal and the base 
of the proximal phalanx were separated 
by using blunt and sharp dissection. The 
head of the fifth metatarsal was completely 
loosened from the adjacent soft tissue with 
a periosteal elevator. The head then was 
lifted dorsally. A gigli saw was carefully 
positioned inferiorly behind the head, and 
the head removed with a upward motion of 
the saw. A small 2 x 2 sponge was used in 
the opening to collect any bone particles. 
The capsular flap was replaced and sutured 
with 000 chromic catgut sutures. The in- 
tegument was approximated and sutured 
with a continuous locked stitch of 000 
nylon sutures. Sterile pressure dressing was 
applied. 

The patient was given Nisentil ®* 40 mg. 
IM postoperatively. On the second day 
Demerol ®* 50 mg. P.R.N. was given orally. 

Postoperative treatment was as follows: 
On the second day the outer dressing was 
removed and a new one applied. On the 
fourth postoperative day a dry sterile dress- 
ing was applied with an Ace ®* bandage 
over it. On the eleventh day the sutures 
were removed and a similar bandage ap- 
plied. On the sixteenth and twenty-first 
days the same type dressings were used, and 
on the twenty-eighth day the patient was 
dismissed with Medex ®® spray adhesive 
over the area. 

The healing was uneventful, although a 
blood sugar was done twice weekly for any 
systemic reaction during the healing period. 

V. Herbert Levin, D.S.C. 
®* Roche 
Winthrop 


®*® Becton Dickinson & Co. 
Walker, Corp. 


Comments: This procedure is used in the 
extremely relaxed foot where further splay- 
ing may take place if only an exosectomy is 
done. Also, in most instances where work 
on the plantar aspect of the condyles is 
needed this is the technic of choice. 
L.R.M. and N.H.K 


A SURGICAL PROCEDURE FOR 
HAGLUNDS DISEASE 

A MALE patient, aged 21, seen at the hos- 
pital, presented pain at the _postero- 
superior aspect of the calcaneus. Palliative 
treatment had been of no great benefit. 

Roentgenograms showed an enlargement 
of the posterosuperior angle of the cal- 
caneus. 

Blood (morphology) was within nor- 
mal limits. The preoperative blood pres- 
sure was 119/85 and oral temperature 98°. 

A spinal block was done for anesthesia 
to the part. A lateral approach was used 
as this method precludes possible injury 
to the posterior tibial vessels and tibial 
nerve that course along the medial side of 
the ankle. The lateral approach was also 
found to be more satisfactory as it allowed 
for easier access to the bursal area which 
is found at the upper half of the posterior 
surface of the calcaneus. A longitudinal 
incision about five centimeters in length 
was made along the lateral side of the 


Achilles tendon just over the prominence 
of bone. The incision was extended 
through the deep fascia to the bone. All 
the fatty tissue between the tendon and the 
calcaneus was removed and the bursa was 
dissected in “toto.” Subcutaneous bleed- 
ing points were clamped and ligated. A 
flat osteotome was used to remove the excess 
bone with an oblique approach from the 
lateral, medial and dorsal edges of the 
posterior surface. The corners were care- 
fully beveled to give a smooth well-rounded 
surface. The area was flushed with throm- 
boplastin and plain catgut sutures were 
used to adhere the fascial edges. The in- 
tegument was closed with black silk inter- 
rupted vertical mattress sutures. A com- 
pression bandage of cotton and gauze was 
applied with the foot in slight extension. 
The patient remained in the hospital for 
three days. 
T. J. Woodford, D.S.C. 


Comments: This is the most common 
technic used in Haglunds Disease. How- 
ever, occasionally the approach is made 
through the posterior of the heel and the 
Achilles tendon. 

In using the lateral approach it must be 
remembered to watch very carefully for the 
small saphenous vein and the sural nerve. 


L.R.M. and N.H.K. 


“We have two alternatives: to believe what the centuries say or to believe 


what the hours say. If we allow ourselves to be moved by each edition of the 
newspaper we shall be in constant anxiety. If we take our stand with the cen- 
turies we shall see the working of God’s will for good.” 


Anon. 
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PHARMACEUTICAL PREPARATIONS FOR THE PROFESSION 


HARRY L. HOFFMAN, Ph.G., D.S.C. 


Chairman, Council on Podiatry Therapeutics and Pharmacy 


A column devoted to preparations, new and old, with emphasis 
on their value and uses in everyday chiropody practice. This is 
a regular monthly column prepared from information furnished 
by the pharmaceutical house. We invite questions, which we 


Demerol Hydrochloride 

(dem-er-ol} 

Generic Name: Meperidine hydrochlo- 
ride, U.S.P. 


Description: White crystalline powder of 
slightly bitter taste, soluble in water to 
form neutral, stable solutions which may 
be sterilized by boiling for short periods 
without decomposition. 


Action and Uses: Effective, morphine-like 
central analgesic and atropine-like smooth 
muscle neurospasmolytic, relieving both 
pain and spasm due to gastrointestinal, 
biliary or genitourinary colic without con- 
stipation and usually without marked res- 
piratory depression; sedative, usually in- 
ducing sleep after parenteral administra- 
tion; vasodilator, lowering blood pressure. 
For use in relieving severe pain, particu- 
larly colicky pains of the gastrointestinal, 
biliary or genitourinary tracts; in lieu of 
or in conjunction with opiates, in the 
management of chronic medical and neu- 
rologic diseases accompanied by protracted 
pain; for preanesthetic medication and the 
control of postoperative pain; with scopo- 
lamine, for analgesia and amnesia in labor; 
as adjunct to anesthesia during surgery. 


Administration: Orally or intramuscularly, 
50 mg. to 150 mg. repeated as necessary to 
control pain; average adult dose 100 mg. 
Best administered with patient lying down 
and remaining so for 14 to | hour. 

Subcutaneous administration should be 


avoided because it may be irritating. Intra- 
venous administration does not offer sufh- 


shall endeavor to answer, or obtain the answer. 


cient advantages over intramuscular injec: 
tion to warrant this method for routine 
use. If it is indicated for special reasons 
(e.g., during anesthesia) , it should be done 
very slowly (facilitated by diluting the solu- 
tion with distilled water) . 


Caution: Narcotic, may be habit forming. 
Addiction appears to be less common than 
with morphine but prolonged use may 
lead to dependence. Euphoria occurs in 
about 10%, tolerance may be acquired. 
Reactions, more frequent in ambulatory 
patients, include dizziness, flushing, sweat- 
ing, dryness of the mouth, nausea and 
vomiting, weakness, syncope. 


Contraindications: Increased intracranial 
pressure, respiratory depression. 


Supply: Demerol Hydrochloride—Ampuls, 
1 cc containing 50 mg. in boxes of 100. 
Ampuls, 2 cc containing 100 mg. in boxes 
of 5, 25 and 100. Vial, 30 cc, 50 mg. per 
cc. Tablets, 50 mg. in bottles of 25, 100, 
250, 1000. 100 mg. in bottles of 25, 100 
and 500. 

Demerol Hydrochloride—Powder in vials 
of 15 Gm. (Winthrop-Stearns) . 
Typical Prescription: 
Rx Tabs Demerol Hcl. 
Disp. No. XXV or XII 
Sig: One (1) tablet every 3 to 6 hours as 

necessary for pain. 


50 mg. 


Caution—can only be prescribed if you have 
a narcotic license. 

No more than 150 mg. should be admin- 
istered in a 3 hour period. 
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pHisoderm 
(fi-so-derm) 


Description: Skin detergent. Sudsing emol- 
lient, detergent cream containing entsu- 
fon, lanolin cholesterols, lactic acid and 
petrolatum. It has the same pH value (5.5) 
as normal skin. 

Action: Bland but thorough detergent for 
skin, hair, scalp and genital mucous mem- 
branes of infants, children and adults. 
Active and rapid cleanser in hot, cold, soft 
or hard water, including sea water. About 
40% more active than soap. Non-irritating 
and hypo-allergenic. Personal cleanser for 
general and surgical use. For removal of 
cosmetics, ointments and hair lacquers. 
Shampoo particularly suitable when use 
of soap is contraindicated. pHisoderm is 
a useful adjunct in seborrheic eczema, acne 
and many forms of dermatitis. 

Dosage: Spread small amount of cream 
on dry or wet palm, add small and repeated 
amounts of water which, with light friction, 
develop suds. Rinse. For use on the face 
or body, spread on dry palms and then 
apply to previously wetted skin. 

Supply: pHisoderm for Normal Skin and 
Scalp, pHisoderm for Dry Skin and Scalp, 
pHisoderm for Oily Skin and Scalp avail- 
able in 5 ounce squeeze bottles and 12 
ounce glass bottles and in one gallon size. 
Also available in 10 ounce hand operated 
wall dispensers. By Winthrop-Stearns, Inc., 
1450 Broadway, New York 18, N. Y. 


Fungacetin 
Description: Fungicidal-Fungistatic. (Tri- 
acetin (glyceryl triacetate) 25% in a water 


miscible ointment base) . Contains a special 
wetting agent to insure deep penetration 
of skin and hair follicles. Does not con- 
tain any salicylates, iodine, phenol, sulfur, 
thymol, resorcinol, volatile oils or other 
agents which may cause inflammation or 
secondary dermatitis. 

Indications: The treatment of fungus in- 
fections of the skin and scalp, especially 
Tinea pedis (athlete’s foot) , Tinea capitis 
(ringworm of the scalp), Tinea corporis, 
Tinea versicolor and Tinea axillaris. 

Fungacetin is a non-irritating, odorless, 
water-miscible fungicidal ointment which 
does not stain skin or clothing. Contains 
triacetin 25%. The products of Triacetin 
hydrolysis by the lipase of fungi have a 
self regulating inhibitory action upon the 
growth of the organisms. 

Administration: Cleanse and dry thor- 
oughly the affected parts and adjacent 
areas. Apply Fungacetin morning and 
night, or more often if necessary. Clothing 
in contact with affected areas should be 
changed daily and cleaned or laundered 
before reuse. To guard against relapse or 
recurrence, Fungacetin therapy should be 
continued for at least one week after all 
symptoms have disappeared. 

Supply: One ounce tubes and one pound 
jars. The G. F. Harvey Company, No. 5-9 
Wells Street, Saratoga Springs, New York. 
Typical Prescription: 

Rx Fungacetin Ointment 30.0 

white petrolatum base. 
(Harvey) 

Disp: one tube 

Sig: Apply night and morning. 


chatter.” 


“Let’s get down to the root of the matter. It needs men to act as well as to 


Ibsen 
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THE PODOPEDIATRIC CLINIC 


Chairman, Committee on Children's Foot Health 


This section is devoted to a discussion of the problems peculiar 
to the child’s foot. A separate subject will be considered each 


JOHN T. SHARP, D.S.C. 


month. Members are invited to send in their questions relative 


RHEUMATOID ARTHRITIS 
IN CHILDHOOD 


ALTHOUGH rheumatoid arthritis is most 
frequently observed in young adults, it 
may be and is seen in the child. In these 
instances the primary symptoms may ap- 
pear as early as the fifth year of life or even 
before. For this reason, the podiatrist 
should familiarize himself with this partic- 
ular disease so that he may be able to dis- 
tinguish it from the various other joint dis- 
turbances encountered in childhood. 

Rheumatoid arthritis is generally re- 
garded as a disease of the joints. However, 
these are by no means the only structures 
affected by this disease. It must be remem- 
bered that this condition is a member of 
the so-called “collagen group,” and as such 
it attacks the collagen constituent of con- 
nective tissue. Since we are all familiar 
with the widespread distribution of con- 
nective tissue throughout the body, we are 
able to appreciate to the fullest extent what 
such an involvement implies. It implies 
a disorder with multiple system involve- 
ment and protean manifestations. Such is 
the general description of rheumatoid arth- 
ritis. The skin, liver, lymph nodes, spleen, 
heart and blood may all be involved in this 
disease in addition to the joints. It is ap- 
parent, therefore, that rheumatoid arthritis 
is in effect a generalized disorder rather 
than a local disorder affecting only the 
joints. 

The cause of rheumatoid arthritis is at 
present unknown. The fact that many of 
the cases display their primary articular 
manifestations a short time after the pa- 


to the various phases of podopediatrics. 


tient has suffered from some acute respira- 
tory infection suggests the possibility of a 
microorganism as the important etiological 
factor. More recently, an allergic element 
has been suggested as at least a contribu- 
ting cause. Since the disease occurs more 
commonly in individuals whose families 
present a history of rheumatoid arthritis, 
it is thought that heredity is a factor in 
many instances. In other cases, trauma 
seems to contribute to the involvement. It 
is more commonly observed in girls than 
in boys. 

The joint involvement in rheumatoid 
arthritis is essentially polyarticular, and 
frequently is more or less symmetrical in 
distribution. In some instances, the joint 
manifestations may be seen primarily in 
a single joint—for example the knee, which 
is quite commonly involved—but other 
joints are usually affected at a later date. 
As a rule, the larger joints of the lower 
extremity are the first to show symptoms. 
However, foot involvement is quite com- 
mon. A recent study in Finland revealed 
that 70% of a group of children suffering 
from rheumatoid arthritis presented some 
foot involvement. The sub-astragular and 
metatarsal joints are often involved fairly 
early in the course of the disease. A rigid 
form of fiat foot is sometimes the aftermath 
of rheumatoid arthritis in the foot joints. 

The clinical picture of the joint involve- 
ment in rheumatoid arthritis may vary con- 
siderably. Although, as was previously 
mentioned, it is basically a polyarthritis, 
in some instances a single joint may be in- 
volved at the outset. The condition may 


167 


remain monarticular for several months or 
even several years, before other joints are 
involved. However, it usually appears as 
a bilateral polyarthritis. There is pain 
and stiffness in the affected joint, and swell- 
ing and local heat may also be noted. Pri- 
marily the disease attacks the undifferen- 
tiated tissue adjacent to the bony epiphysis. 
The articular cartilage is not primarily 
attacked, but is usually invaded later by a 
granulomatous pannus extending into the 
cartilaginous area from the adjacent syno- 
vium. The ligaments in the region of the 
joint, the synovium, and the periarticular 
muscles are all as a rule subject to some in- 
volvement. As the joint lesion progresses, 
adhesions develop, and later ankylosis and 
severe permanent joint deformity. The 
joint involvement in rheumatoid arthritis 
is chronic and progressive in nature and 
usually terminates in marked deformity and 
limitation of motion. 

The roentgenographic findings in rheu- 
matoid arthritis may often be confused 
with other conditions. The earliest changes 
are seen in the cortical bone immediately 
adjacent to the epiphysis, and in the soft 
tissue around the joint. The cortical area 
displays demineralization and loss of the 
normal trabecular pattern. In the soft 
tissues adjacent to the joint a fusiform 
swelling appears, which is of water density 
and is demonstrable on the x-ray film. As 
the disease progresses there is marginal 
erosion of the articular cartilage, then de- 
struction of this cartilage. As a result of 
the cartilaginous loss there is a noticeable 
thinning of the joint space, and later 
fibrous then actual bony ankylosis. The 
decreased activity of the part resulting from 
loss of joint motion gives rise to signs of 
disuse atrophy in the other bones in the 
area. ‘These show osteoporosis and atro- 
phy. In his book “Pediatric X-Ray Diag- 
nosis,” Caffey mentions another interest- 
ing roentgenographic change seen in ju- 


venile rheumatoid arthritis: “In the grow- 
ing skeleton, regional acceleration of ma- 
turation is usually evident in the bones 
which subtend joints with long standing 
inflammation; the associated chronic hy- 
peremia of the part is probably the causal 
factor. During the active stages of peri- 
articular inflammation the shafts of the 
underlying bones may become swollen ow- 
ing to external thickening of the corticalis; 
this finding is usually most conspicuous in 
the small tubular bones of the hands and 
feet.” 

The systemic reactions commonly attend- 
ant to rheumatoid arthritis vary consider- 
ably. Frequently there is fever, and erythe- 
matous rashes may also be observed prior 
to the appearance of joint symptoms. Vary- 
ing degrees of anemia are often present, 
and in some cases leucocytosis is seen. One 
form of rheumatoid arthritis, usually re- 
ferred to as “Still’s Disease,” displays gen- 
eralized lymphadenopathy, and swelling of 
the liver and spleen as parts of its syn- 
drome. 

The therapeutic management of cases of 
rheumatoid arthritis is a complex and dif- 
ficult problem. In general, treatment may 
be said to consist of rest; physiotherapy 
(consisting chiefly of heat, massage, and 
passive then active joint movement); splint- 
ing with plaster-of-paris splints, to prevent 
adverse muscle pull and increased deform- 
ity; psychotherapy to maintain patient 
morale; and the use of antirheumatic 
drugs.’ These last include ACTH, vari- 
ous cortisone preparations, salicylates, and 
Butazolidin (Phenylbutazone). Of these 
drugs, Butazolidin seems presently to be 
the most promising, although many inves- 
tigators have observed undesirable side ef- 
fects from its use—not the least of which is 
an aplastic anemia. 

The important point to bear in mind 
relative to juvenile rheumatoid arthritis is 
that it is by no means a joint disease alone. 
Consequently, the satisfactory control of 
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the condition consists of general as well as 
local measures. 
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BOOK REVIEWS 


THE MERCK MANUAL 


New Ninth Edition of the Merck Man- 
ual of Diagnosis and Therapy. Regular 
Edition, $6.75, DeLuxe Edition, $9.00, 
1870 pages, three parts. Publishers, Merck 
& Co., Inc., Rahway, New Jersey. 


In keeping up to date, it’s not how much 
you read, but what you read that counts. 
For this reason, the newly published Ninth 
Edition of the Merck Manual of Diagnosis 
and Therapy is probably the most widely 
read reference book in medical literature. 

Part one consists of 20 sections, each 
comprised of chapters relating to the di- 
sease group, anatomic region, or specialty 
concerned. In addition to several new sub- 
jects, the 365 chapters have been generously 
interspersed with tabular material, many 
new drawings and other helpful illustra- 
tions. 

Part two presents such essential practical 
features as chapters on clinical bedside 
nursing, office laboratory and immuniza- 
tion procedures; diet instructions, sample 
menus and food values; preoperative and 
postoperative routines, and several fre- 
quently needed reference tables. The in- 
dex, expanded to contain a much larger 
number of key items than in previous edi- 
tions, has been liberally cross-referenced. 
There are hundreds of illustrations, pre- 
scriptions, tables, suggestions for readers, 
abbreviations and symbols and a thumb 
index. 

The standard of excellence and complete- 
ness in this Ninth Edition provides profes- 
sional men with quick, economical and 
authoritative information in diagnosis and 


therapy, plus a coverage of essential, up- 
to-the-minute clinical and research data 
which is impossible to secure through any 
other reading. 

The Merck Manual is a masterly con- 
densation of important contributions to 
medical literature in the field of diagnosis, 
therapy, new drugs, and techniques. The 
editors use excellent discretion in the selec- 
tion of their copy which makes this refer- 
ence book most profitable and rewarding 
for the well-informed podiatrist-chiropodist. 

For many, many years the Merck Manual 
has been top quality. The publication of 
this revision assures it of maintaining its 


reputation. 
Jack Ranzer, Pod.D. 


THE PHARMACOLOGICAL BASIS 

OF THERAPEUTICS 

Louis $. Goodman, M.A., M.D., Professor 
of Pharmacology, University of Utah, Col- 
lege of Medicine, Salt Lake City, Utah, and 
Alfred Gilman, Ph.D., Professor of Pharma- 
cology, Albert Einstein College of Medi- 
cine, Yeshiva University, New York; $17.50, 
1848 pp with 89 figures and 76 tables, The 
Macmillan Company, 60 Fifth Avenue, 
New York 11, N. Y., first edition published 
in 1941; second edition 1955; fourth print- 
ing 1956. 

This last edition is virtually a new book. 
It is a textbook of pharmacology, toxi- 
cology and therapeutics for physicians, po- 
diatrists, and medical, podiatry and phar- 
macy students. This is a great reference 
book with most valuable and comprehen- 
sive data. There’s the correlation of phar- 
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macology with the related medical sciences, 
the reinterpretation of the actions and uses 
of drugs from the viewpoint of important 
advances in medicine and the placing of 
emphasis on the applications of pharmaco- 
dynamics to therapeutics. 

Of particular interest to podiatrists are: 

Section I covers General Principles. 

Section II includes History and Theories 
of General Anesthesia and Stages of Gen- 
eral Anesthesia; Preanesthetic Medications, 
Technics of Anesthesia, Anesthetic Acci- 
dents and properties of ideal anesthetics; 
Hypnotics and Sedatives, Drugs effective in 
convulsive disorders, Barbiturates, Basal 
Anesthetics, Centrally acting skeletal mus- 
cular relaxants; Natural and synthetic nar- 
cotics, analgesics and antipyretics. 

Section I1V—Local Anesthetics, Cocaine, 
Procaine and other synthetic local anes- 
thetics. 


Section V—Drugs acting on autonomic 
effector cells. 


Section XIII—Locally acting drugs: 
These include Demulcents, Emollients, 
Protectives, Absorbents, Hemostatics, Irri- 
tants, Astringents, and certain enzymes. 

Section XIV — Antiseptics, disinfectants 
and drugs used in the chemotherapy of 
infectious diseases. 

Section XV—Drugs used in the chemo- 
therapy of neoplastic disease. 

Section XVII—Hormones and Hormone 
antagonists. 

Section XVIII—The Vitamins. 

Appendix I—Principles of Prescription 
Writing. 

Appendix II—General Principles of Tox- 
icology. 

I have given just a fraction of the con- 
tents, but I am calling attention to the 
items that are of especial value to podia- 
trists. We recommend this most valuable 
volume to every practitioner and it should 
be in every office. 

Harry L. Hoffman, Ph.G., D.S.C. 


SIX MISTAKES OF MAN 


The Roman philosopher and statesman, Cicero, said it 2,000 years ago, and 
it’s still true today. The “six mistakes” of man are: 
1. The delusion that individual advancement is made by crushing others; 


The tendency to worry about things that cannot be changed or corrected; 
Insisting that a thing is impossible because we cannot accomplish it; 
Refusing to set aside trivial preferences; 

Neglecting development and refinement of the mind, and not acquiring 
the habit of reading and study; 


6. Attempting to compel other persons to believe and live as we do. 


South Bend Indiana Rotary Bulletin 
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PODIATRY-CHIROPODY ABSTRACTS 


ROBERT SHOR, D.S.C. 
LOS ANGELES, CALIF. 


Chairman, Committee on Publications 


Editors of Local, State and Regional Publications are requested 
to provide copies to the Chairman of the N.A.C. Committee on 


TOPICAL REVIEW OF 
VERRUCA PLANTARIS 


William G. Hartman, Chiropody Review, 
125-127, Sept.-Oct. 1957. 


This is the first of a series on the subject 
of verruca plantaris. Hartman presents an 
outline type of dissertation on the etiology, 
age, sex, nationality, occupation incidence, 
pathology, classification, symptomatology 
and differential diagnosis. Etiological dis- 
cussion mentions such causative factors as 
virus, trauma, metabolic or endocrine im- 
balance, possible relationship to central 
nervous system and deficiency of lime salts 
in the blood. The classification presented 
considers verruca vulgaris, verruca plan- 
taris (arida and humida), verruca mosaic, 
verruca digitate, verruca filiform, verruca 
accuminata and verruca planae juvenilis. 


FOOT ORTHOPEDICS IN GERIATRICS 
Milton Henenfeld, Chiropody Record. 
July-Aug. 1957. 
A reprint of the lecture delivered before 
the Scientific Session August 19, 1957, 
N.A.C. 45th Annual Convention. 


Henenfeld relates the manifestations af- 
fecting the feet of geriatric patients such 
as loss of elasticity of fibrous tissue; atrophy 
or absorption of adipose tissue on plantar 
surface of foot; loss of muscle response and 
integration; and those myriad disabilities 
resulting from degenerative changes in 
vascular and neurologic systems. Unless 


every one of these degenerative changes 
is viewed with regard to function and 
structure of the foot of the aged, improper 
treatment, and too often contraindicated 


Publications who is preparing this section of the Journal. 


treatment, may be employed. The why 
and how of treating the aged depends on 
these changes. 

Attempts at treatment should be aimed 
principally at relief of pain, and restora- 
tion of as much function as possible. This 
must be done within the limits the aged 
tissues will permit. Henenfeld states it is 
also important to know what must be 
avoided in treatment as well as what must 
be done. Above all, the profession must 
stress preventive care and treatment in all 
age groups. 


ICHTHYOL-ICHTHAMOL IN CHIROPODY 


H. H. Steinberg, Chiropody Review, 12: 
22-24, Dec. 1957 (London). 

Ichthyol is ammonium ichthio-sulphan- 
ate, sulphinated bitumen and _ichthyol 
originally derived from fossile fish deposits 
in Tyrol (Austria). It has counterirritant, 
anodyne and tissue stimulant properties. 
It is an important drug in the armamen- 
tarium of the chiropodist-podiatrist. 

Steinberg discusses the uses of the drug 
and its application in “inflamed bunions,” 
Achilles’ bursitis, helomata, sprains, edema, 
metatarsalgia, painful nail grooves, myalgia 
and peripheral inflammation of hyperkera- 
tosis. 

The formulae recommended are: 


1) Ichthyol 10%-25% 
Lanette cream ad 100. 
2) Ichthyol 25% 
Bismuth subgallate 3-5% 
Lanette cream ad 100. 


The writer has evolved various com- 
pounds which have in his experience 
proved of value to the practitioner. 
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DERMATITIS IN CHIROPODY 
H. Lunn, Chiropody Review, 12: 17-21, 
Dec. 1957. 

Tinea—a cutaneous eruption of a fun- 
goid origin. All tinea pedis, though gen- 
erally due to the epidermophyton floccu- 
losum may be due to some other of the 
numerous types of spores which are respon- 
sible for ringworm. Fungi, the botanical 
name given to the lower cellular organisms 
are devoid of chlorophyll and arise from 
spores. The spores responsible for tinea 
skin lesions are of two types: (a) small 
spores, (b) large spores—these are again 
subdivided into several varieties, each cap- 
able of producing lesions of a clinical 
difference. 

Lunn discusses tinea and spores, the epi- 
dermophyta, athlete’s foot, and mycetoma. 
Along with this discussion, he presents his 
approach to the treatment of these condi- 
tions. 


MYALGIA OF THE FOOT 
H. H. Steinberg, J. of Wis. Soc. of Chir., 
5: 7-10, Nov. 1957. 

There are many cases where the syn- 
drome of painful feet cannot be accounted 
for by an organic disease or by a patho- 
logical flat foot or valgus foot condition. 
Dr. M. G. Good has supported the con- 
clusion that many of such cases are suffer- 
ers of myalgia of the foot muscles by the 
results obtained by injecting procaine as 
a diagnostic test. Myalgia of the foot is a 
muscular disease, localized in anatomical 
parts of the short muscles of the foot and 
rarely in muscles originating in the leg. 
In most cases the muscles affected are weak, 
flabby, tender to palpation and at one or 
two rather limited areas. These are called 
myalgic spots. For his injections, Dr. Good 
uses a solution of procaine hydrochloride— 
2 g.; chlorbutol—0.5 g.; saline to 100. The 
results obtained were very gratifying. Often 
complete reduction of pain and restoration 


of function were obtained by one treat- 
ment. Rarely were 2-3 injections necessary 
for complete relief. It is noteworthy that 
a myalgic spot objectively located and 
properly injected no longer gives rise to 
complaints. 


(Article reprinted from The Chiropody 
Review—England.) 


THE CHANGING PATTERN 

OF DERMATOLOGY 

G. A. Grant Peterkin, The Chiropodist, 
12: 385-394, London, England. 

It is the purpose of this article to discuss 
some of the more notable changes in the 
pattern and incidence of dermatological 
diseases and to show that, though there are 
many diseases whose causes and cures have 
not been discovered, and others which have 
tended to flourish in spite of new weapons, 
there have been advances in the elucida- 
tion and treatment of certain dermatoses. 

Of the virus diseases which can affect the 
skin there has been little change in inci- 
dence, however, the one great exception 
has been the WART which, during the 
past decade, has increased so much in num- 
bers that it is now a squalid nuisance to 
patients and practitioners. Warts also have 
become much more resistant to treatment, 
whether physical or suggestion therapy. 

Peterkin discusses the fungus infections, 
eczema dermatitis and drug eruptions. The 
use of new drugs has been responsible for 
more drug eruptions, so that antibiotics, 
barbiturates and sulfonamides are now the 
chief offenders in this respect. 

No fresh discoveries have been made in 
the treatment of psoriasis and lichen 
planus, except that the latter and exfolia- 
tive psoriasis can be frequently treated 
effectively with corticosteroids. The 
chronic bullous dermatoses also respond to 
steroid therapy, and dermatitis herpetifor- 
mis can often be controlled by sulfapyri- 
dine or dapsone. 
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DIGESTS FROM THE LITERATURE 


Anyone wishing to read the complete article, if not available 
in your local library, may borrow it through interlibrary loan. 
A microfilm may be borrowed from the National Medical Li- 
brary, Washington 25, D. C., or a photo-duplication may be 


ANESTHESIA 

Systemic Effects of Dental Local Anes- 
thetic Solutions, D. A. Wallace and M. S. 
Sadove, et al. Oral Surg. 9: 1297-1303, 1956. 

A study was made to determine differ- 
ences in systemic effect of a 2 per cent solu- 
tion of procaine hydrochloride with epi- 
nephrine 1:50,000 and one without this 
addition. 56 experiments were performed 
in 19 normal dental students: only one 
experiment in one day and only two in one 
week. The ECG and EEG tracings were 
compared on a blind basis. No clinically 
significant differences in systemic effects 
were observed. Criteria used included 
tracings from finger plethysmographs, pneu- 
mographs, electroencephalographs, electro- 
cardiographs, and data regarding blood 
pressure changes. 


CIRCULATORY SYSTEM 

Atherosclerosis; the Present State of our 
Knowledge, J. B. Wolffe. New York State 
J. Med. 56: 2371-76, 1956. 

Atherosclerosis is a degenerative patho- 
logic process affecting large and medium 
sized arteries, producing a patchy pattern 
which is characterized by plaquelike in- 
timal deposits containing neutral fats, 
cholesterol, lipophages, and occasionally 
blood. Usually the intimal surface degen- 
erates and tends to thrombotic occlusions. 
The lines of demarcation occur in three 
stages: (1) atherosis, (2) atherosclerosis, 
and (3) atherosclerosis obliterans; all are 
phases of a systemic process called athero- 
genesis. Atherosis is difficult to diagnose; 
one finding is a slightly enlarged liver, soft 
but not tender; this type of liver is not 


obtained from that library. 


easily palpated. In atherosclerosis the liver 
is enlarged, xanthomas may spread and 
early signs of impaired arterial circulation 
may be noted. In the lower extremities 
the vessels are asymmetrically affected, so 
that examination of the dorsalis pedis and 
posterior tibial arteries is important. X-ray 
examination of the abdominal aorta by 
the Bucky technique may indicate the ab- 
dominal aorta as the site of the disease. 


Atherosclerosis obliterans may be asym- 
metric; if symptoms are present, they ap- 
pear in the eye, brain, heart, kidney or 
limb. How severe the symptoms are will 
depend upon the rapidity of occurrence of 
the occlusive phase, the ability of the pa- 
tient to meet the stress reaction, and the 
establishment of collateral circulation. In- 
volvement of the lower part of the ab- 
dominal aorta at its bifurcation may be 
suspected if the patient has slowly progres- 
sive weakness of the legs, associated with 
buttock pain and increasing fatigue of the 
extremities on walking. No biochemical or 
physical test has been devised to show the 
presence or absence of atherogenesis. 

Atherogenesis is not a disease of se- 
nescence, nor is a high-fat high cholesterol 
intake a cause. Heredity is known to play 
a role. It has not been proved that the 
endocrine system plays any role, but pan- 
creatic dysfunction may be an important 
factor. The idea that the disease is most 
prevalent in those living a sedentary life 
has not been proved, but it seems probable 
that physical inactivity is an important 
etiologic factor. Diet is important in pre- 
vention of the disease in susceptible per- 
sons; a low-fat diet with a caloric intake 


suited to the individual’s needs is a pre- 
ventive measure. Sustained, physical activ- 
ity through life is preventative. Wise use 
of hypertensor drugs is life-prolonging in 
essential hypertension. Methionine, choline, 
inositol, used separately or together to 
lower the blood cholesterol levels and to 
influence cholesterol-phospholipid ratios, 
as recommended by some investigators, are 
not successful according to this writer, and 
requires further study. Anticoagulants 
should be used only when _ indicated. 
Routine use of polyextract of the pancreas 
has proved valuable in thousands of cases. 
Situations of emotional stress should be 
eliminated or eased. 


Biology of Atherosclerosis, H. B. W. 
Greig. Nature 178: 422, 1956. 


A recent observation showed that ali- 
mentary lipemia produced by a normal 
fat-containing meal inhibits the spontane- 
ous in vitro fibrinolytic mechanism of 
blood which is active at pH 7.4 after dilu- 
tion of the plasma, It is suggested that 
this observation may afford a bridge be- 
tween the dietary and mural thrombus 
theories regarding the etiology of atheros- 
clerosis: that a high food fat intake causes 
a continuing inhibition of the fibrinolytic 
system of the blood, and thus persistence 
of mural thrombi and their incorporation 
into the walls of the vessels. 


The Value of Ausculation in Obliterative 
Arterial Disease of the Lower Extremities, 
H. Gaylis. So. African M. J. 30: 562-63, 
1956. 

The anatomic level of the arterial lesion 
must be determined by the distribution 
of the arterial pulses, but the affected 
vessel may be located anywhere between 
the terminal aorta and the muscular 
branches of the popliteal artery. When the 
occlusion of the vessel is only partial it may 
be difficult to detect, especially when bi- 
lateral. A case is reported in which there 


was claudication in the right calf, occur- 
ring after short walks. All pulses were 
present, but those of the anterior and 
posterior tibials were diminished; bruits 
heard over both femoral arteries in the 
groin were more intense on the right. A 
bilateral arteriogram showed some athero- 
matous changes in the distal segment of the 
popliteal artery in the right leg. Study of 
an aortogram revealed diffuse narrowing 
of both iliac arteries; had the aortogram 
been omitted resection-grafting of the 
popliteal artery might have been done with 
unsatisfactory results. Aortography in ad- 
dition to femoral arteriography is indicated 
when the distal limb pulses are diminished 
or absent and murmurs are heard over the 
abdominal aorta or iliac or femoral arteries, 
if direct surgery upon the artery is being 
considered. 


An exploratory Study of Personality 
Factors in Thromboangiitis Obliterans, G. 
Baker and T. B. Massell. Angiology 7: 
319-30, 1956. 

Eighteen hospitalized men, none over 45 
years of age, with thromboangiitis obliter- 
ans, but having no symptoms of any other 
disease, were studied by psychodiagnostic 
methods. Certain personality traits were 
noted as characteristic of the whole group. 
This included poorly suppressed hostility 
attended by guilt feelings; aggressive hos- 
tility; negativism but with a desire to con- 
form socially; ambition, yet with strong 
unconscious desires for dependency; and 
fear of emotional involvement with the 
opposite sex who were regarded as prudish 
and unloving. 


Peripheral Venoconstriction During Ac- 
celeration and Orthostasis, E. W. Salzman 
and S. D. Leverett, Jr. Circulat. Research 
4: 540-45, 1956. 

In vitro studies were made in a series of 
15 dogs, by use of a miniature balloon 
technique, to demonstrate active resistance 
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of peripheral veins, and to observe respon- 
ses to sympathomimetic drugs and direct 
stimulation of the lumbar sympathetic 
chain. When constriction was eliminated 
by administration of Dibenzyline, an adren- 
ergic blocking agent, semiquantitative 
interpretation of the results became pos- 
sible. Active venoconstriction was noted 
in dogs exposed to acceleration on the 
centrifuge. Correlation of venoconstric- 
tion with maintenance of arterial pressure 
on the centrifuge provided a link between 
arteriolar and venous tone. The results 
of the study supported the theory that in 
certain situations the two may behave in 
a parallel manner, probably in response 
to the same governing mechanism. This 
correlation emphasizes the importance of 
the venous system in maintaining cardiac 
output and of arterial pressure under a 
hydrostatic load. 


DERMATOLOGY, ALLERGY, 
FUNGUS DISEASES 


Allergic Dermatoses Due to Physical 
Agents, R. L. Baer. Amer. Pract. 7: 1309-13, 
1956. 

Applying the concept that the actual 
allergen in cases of allergic eruptions pro- 
duced by physical agents are metabolites 
in the skin, it is postulated that there is 
reason to suspect that the metabolite con- 
cerned is a substance in the skin which is 
released upon exposure to the physical 
stimulus, or it is newly formed after such 
exposure from a_ pre-existing substance— 
that is, conversion of a proantigen into the 
antigen. The allergic patient, then, has the 
capacity to become allergic to a metabolite 
occurring in the normal skin to which most 
people fail to develop an allergic response. 
If this concept is accepted, then the criteria 
which aids in establishing the allergic na- 
ture of a reaction are, (a) that the causal 
agent was encountered earlier; (b) the 
alteration in the capacity to react to the 
causal agent was the result of the previous 


encounter, and (c) the response to the 
causal agent at the subsequent reaction- 
eliciting encounter was different from that 
which was produced at the first encounter. 

The phenomena establishing these car- 
dinal points are: (1) Demonstration of 
specific antibodies through passive transfer 
or by other tests. (2) Demonstration of an 
incubation period of sensitization subse- 
quent to which the clinical lesions and the 
skin-test reactions are elicited. (3) Resem- 
blance of the morphea, course and other 
characteristics of the eruption to other 
dermatoses formerly proved to be based on 
an allergic mechanism. (4) Cutaneous or 
noncutaneous phenomena recognized as 
associated with allergic diseases and occur- 
ring with skin manifestations. (5) That 
the clinical lesion is not one elicited nor- 
mally by the particular physical stimulus, 
but one known to occur as an allergic 
eruption due to other agents. 


Effect of Thickness and Extent of Oint- 
ment Layer on Absorption of Salicylic Acid, 
S. A. Kvorning. Acta Pharm., Toxicol. 12: 
222-26, 1956. 

An ointment containing 5% salicylic 
acid was applied by a patch dressing to 
small areas on the backs of patients with 
venereal disease, or with diseases not being 
treated with agents containing salicylic 
acid. Small patches were smeared with 
10 gm. of ointment and large ones with 
20 gm. They were removed after 24 hours. 
Urinary excretions of salicylate were deter- 
mined. Absorption was found to be pro- 
portional to the size of the area of applica- 
tion, but varied in different parts of the 
body. Where thicker layers of ointment 
were applied the amount absorbed was 
increased, showing that not only are the 
components of the ointment layer in suffi- 
ciently intimate contact with the skin even 
in thick layers, but also that larger quan- 
tities of ointment act as a depot maintain- 
ing the concentration of active substances 
for a longer time. 


Response of Bacterial Infections of the 
Skin to Oxytetracycline-Hydrocortisone 
Ointment, A. L. Welsh and M. Ede. Ohio 
St. M. J. 52: 833-35, 1956. 

Fludrocortisone acetate used topically 
has been reported to have produced un- 
toward clinical and laboratory evidence 
of systemic reactions from cutaneous ab- 
sorption, but the author in a series of 1,016 
cases found that absorption sufficient to 
produce such symptoms was relatively low. 
Oxytetracycline and hydrocortisone com- 
bined proved effective in therapy of skin 
disorders with bacterial infection; the oxy- 
tetracycline overcomes infectious elements 
and the hydrocortisone controls the under- 
lying disorder through its anti-inflamma- 
tory action. The drugs when combined are 
more effective than either used alone. Hy- 
drocortisone affords no bacteriostatic nor 
bacteriocidal action and, moreover, may 
impair the activity of the injured cell, 
thereby preventing it from producing 
chemical factors involved in an inflamma- 
tory reaction, though it relieves irritation 
and prevents aggregation of the lesion. The 
antibiotic overcomes the infecting organ- 
isms. All of 170 patients with dermatoses 
complicated by bacterial infections of the 
skin were benefited by use of the ointment. 
In 128 patients with dermatitis the infec- 
tion was controlled and there was a de- 
cidedly favorable response in the under- 
lying disorder. In only five of the total 
number of patients treated were irritation 
and burning noted; no systemic effects 
occurred. The nonbacterial dermatoses 
treated included atropic dermatitis, infec- 
tious eczematoid dermatitis, seborrheic 
dermatitis, neurodermatitis disseminata, 
and dermatitis venenata. 


Treatment of Trophic Ulcers of the Sole 
of the Feet in Leprosy with Certain Hydro- 
generated Ergot Alkaloids, B. B. Gokhale. 
Dermatologica (Basal) 113: 142-55, 1956. 


In 19 leprous and non-leprous trophic 


ulcers of the soles of the feet, sometimes 
bilateral, treatment consisted of use of hy- 
drogenated ergot alkaloids (CCK.179 or 
Hydergine Sandoz), containing dehydro- 
ergocristine, dehydroergocornine and de- 
hydroergokryptine. Hydergine was injected 
into the femoral artery (0.3 mg.) on alter- 
nate days or every third day. Healing of 
the ulcers following in all cases. Of 14 
patients followed up, 9 had no recurrence; 
4 had recurrences; one had a fresh ulcer on 
the same sole but at a different site. The 
number of injections varied from one to 
80, depending upon the size of the ulcer, 
the surrounding callosities, and secondary 
superadded infections. A majority of the 
cases were non-lepromatous. Rest, good 
posture and avoidance of trauma were im- 
portant prophylactic and therapeutic meas- 
ures. Good results from the drug seem due 
to improved blood supply. 


DRUG THERAPY 

Dyclonine Hydrochloride (Council on 
Pharmacy and Chemistry, A.M.A.). 
J-A.M.A. 162: 116-17, 1956. 

Unlike most drugs of this class, Dyclonine 
hydrochloride does not contain the ester 
or amide-linkage typical of procaine. It 
has antimicrobial properties, and low tox- 
icity. This drug when applied topically to 
the skin is an effective anesthetic agent, 
with rapid action and with an intensity 
and duration of anesthesia comparable with 
procaine compounds. It is used to relieve 
pain and for management of pruritus, and 
as a symptomatic therapy of minor burns 
and trauma. Determination of its potenti- 
ality as an allergen is yet to be determined. 
The only side-effect from its use has been 
irritation at the site of application. The 
drug is applied topically in a 1 per cent 
concentration in a vanishing cream base, or 
as a 0.5 per cent aqueous solution, as neces- 
sary, to cover the painful or pruritic sur- 


face. 
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Dyclonine—A New Anesthetic Agent: 
Clinical Evaluation, L. C. Harris, Jr., J. C. 
Parry and F. E. Greifenstein. Anesthesiol- 
ogy 21: 423-41, 1956. 

A one per cent solution of dyclonine 
produced good topical anesthesia enduring 
for 20 to 25 minutes. Used topically, 20 
cc. of the one per cent solution is ample 
for an endoscopic procedure. In the studies 
made, 4 to 20 cc. produced no toxic reac- 
tions following anesthesia of the mucous 
membranes of the pharynx, larynx, and 
trachea in 15 patients. 


MEDICAL PRACTICE; GROUP PRACTICE 

Grant of State Funds Held to Abrogate 
Rights of Voluntary Hospital to Exclude 
Physician, E, Hayt, Hosp. Manag. 82: 66, 
Oct. 1956, 

A physician who had been appointed 
an associate member of the medical staff of 
a Missouri hospital was informed nine 
months later that he was no longer a mem- 
ber, by the Board of Trustees. He was 
no longer authorized to treat, attend, or 
operate on any patient in the hospital. He 
knew of no charges against him and was 
given no reason for this action; he brought 
suit. The defendents maintained that the 
hospital is operated by a private non-profit 
corporation and that the actions of the 
trustees with regard to staff members rested 
within the discretion of the trustees and 
could not be reviewed by the Court. The 
Court held that since grants of public funds 
covered about 80 per cent of the cost of 
constructing the hospital, selection of its 
staff is subject to review by a court of com- 
petent jurisdiction and that although a 
private hospital has the right to exclude 
a physician from use of its facilities, this 
right is modified by statute in this instance. 
The Court ordered restoration of the phy- 
sician to staff membership. 


Right of Non-Staff Member to Treat 
Patients in Public Hospitals, (Editorial) . 
J. A. M. A. 162: 45-46, 1956. 


The city hospital in Fulton, New York, 
which is publicly owned and financed, is 
managed by a board of directors with full 
power to make rules and regulations. A 
rule was made that patients may be treated 
only by physicians and surgeons with cre- 
dentials acceptable to the board of gover- 
nors. A practitioner accepted as a member 
of the staff in 1938 was denied continuance 
of membership in 1955. This physician, 
who had advanced training and experience 
in medicine and surgery and a large prac- 
tice, contended that this action deprived 
him of the right to practice in that area. 
He had been given no notice or hearing 
prior to the hospital’s action. The Court 
said that regulations excluding patients 
who requested hospitalization, and exclud- 
ing physicians, converted the hospital into 
a private clinic. Also, that patients had a 
right to be treated by their own physicians. 
The Court concluded that a qualified phy- 
sician admitted to practice in a public hos- 
pital acquires a species of tenure and can- 
not be capriciously excluded and thereby 
injured financially and __ professionally 
without notice and a right to be heard. 
He is entitled to treat his patients in the 
hospital and to use its facilities, but not 
to be reinstated as a member of the active 
staff. This decision gave the physician a 
right to take advantage of all the facilities 
of the hospital without having to partici- 
pate in caring for the charity patients and 
emergency patients. 


MUSCULOSKELETAL SYSTEM 
Progress in the Treatment of Fractures, 
G. Perkins. Brit. J. Phys. Med. 19: 147-53, 
1956. 


The three “bugbears” of fractures are 
nonunion, malunion and stiffness. In non- 
union the material joining the ends of the 
broken bone is fibrous tissue, not bone. 
The union by bone depends on compres- 
sion which may be effected by weight- 
bearing. Compression is applied also by 
the activity of the muscles (muscle tone) ; 


the active lengthening and shortening of 
flexor and extensor muscles produce a com- 
bined action compressing the fracture site. 
Other forces besides compression acting on 
early repair material are distraction, hing- 
ing and rotation. Whereas compression is 
beneficial, distraction, which causes a 
stretch upon the young repair material, is 
harmful as far as union by bone is con- 
Hinging is harmful in cases 
muscles are attached to the 
fragments. Rotation at the site of the 
fracture must not be allowed. Common 
fractures demand pure splintage if the 
fracture is of the radius, with or without 
fracture of the ulna, or fracture of the 
carpal scaphoid, or transcervical fracture 
of the neck of the femur. A malunited frac- 
ture causes a displacement which interferes 
with ordinary use of the limb. Not all dis- 
placements require correction. A corrected 
displacement usually must be maintained 
by a simple splint. No attempt to set a 
fracture is made, (1) if there is no displace- 
ment; (2) if the displacement does not 
matter; (3) if the displacement defies cor- 
rection. Stiffness, that is, the range of 
movement is less than before the fracture, 
may be caused by synovial adhesions, cap- 
sule shrinkage, inextensibility of joint sur- 
faces, and organization of traumatic exu- 
dates. Formation of adhesions may be pre- 
vented if the patient is encouraged to keep 
all joints moving while the broken bone 
is mending. Adhesions may be broken 
down by forcible manipulation of the joint 
when the fracture has consolidated. To 
prevent shrinking of the capsule, no more 
joints should be immobilized than neces- 
sary, and when a joint must be splinted, it 
should be held in the position that stretches 
equally all parts of the capsule. To preserve 
extensibility it is not necessary to stretch 
a muscle to its fullest; it is enough to inter- 
rupt from time to time its tonic activity. 
When the tonic activity of a muscle is in- 
hibited repeatedly, the muscle retains its 
ability to lengthen. When a joint is in- 


cerned. 
where no 


volved in the fracture, the joint must not 
be immobilized. The broken articular sur- 
face when mended may not match its oppos- 
ing uninjured articular surface, but if 
movement is permitted the movement will 
mould the surface until it conforms to the 
shape of the opposing uninjured surface. 
It is an advantage, also, to keep joints 
moving while the effused blood is turning 
into fibrous tissue and then into scar tissue. 
If the repair material is kept on the stretch, 
the scar will not impede movement. Open 
operation now that it is almost free of the 
hazard of sepsis through use of antibiotics 
and inert metals, is replacing external splin- 
tage. Internal fixation allows free move- 
ment and stiffness can be avoided. 


Osteogenesis Imperfecta Tarda and Hy- 
perhidrosis, P. L. Reilly. J. Med. Soc. New 
Jersey 53: 313-13, 1956. 

Osteogenesis imperfecta tarda is occasion- 
ally reported in relation to hyperuricemia 
and gout, to psychosis, and to various prob- 
lems related to pregnancy, but the author 
was unable to find any case reported that 
was associated with hyperhidrosis. He 
reports a case of four days duration which 
was preceded by an emotional upset. Four 
near relatives had blue scleras and broken 
bones four to six times; four brothers had 
white scleras and no fractures. The disease 
is rare, but should be suspected in anyone 
having broken bones frequently. 


Tendon Transplantation in the Preven- 
tion of Foot Deformities after Poliomyelitis 
in Children, J. Mortens and M. F. Pilcher. 
J. Bone & Jt. Surg. 38 B: 633-39, 1956. 

Re-examination is reported of 147 cases 
of tendon transplantations without bony 
stabilization, all resulting from poliomy- 
elitis in childhood, with operation per- 
formed after the age of 5 years. Different 
surgical methods were used, but usually 
were based on the principles of Robert 
Jones (1911). The operation performed 
after five years of age is preceded by one 
year of conservative therapy. Structural de- 
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formity is corrected before attempting the 
transplantation. Tendons are rerouted sub- 
cutaneously in a straight line and trans- 
planted tendons reattached to bone. The 
principal techniques used to restore muscle 
balance are: (1) reinforcement of weak 
antagonist muscles, and (2) transplanta- 
tion of the main deformed muscle to afford 
a useful function, or (3) a combination 
of these techniques. The results of the 
various tendon transplantations are listed. 
In cases of calcaneous deformity, the calf 
usually is reinforced; reinforcement of a 
calf totally paralyzed rarely balances a 
strong tibialis anterior; the tibialis anterior 
should be transferred to the calf or to the 
mid-dorsum of the foot. But reinforcement 
of a paretic calf if the tibialis anterior is 
weak, can lead to secondary deformity. The 
operation must be planned with regard 
for the three systems of balance, or in restor- 
ing balance in one system, it is destroyed 
in another. The preferred procedures are 
described. In favorable cases muscle sta- 
bility is restored; in some cases with poor 
results as to deformity, improved func- 
tion, however, is attained. 


Circumscribed Pretibial Myxoedema, 
R. H. R. White. Guy's Hospital Rep. 
105: 205-12, 1956. 

Pretibial myxedema which occurs in the 
legs in two-thirds of cases of that disease is 
rarely seen without past or present thyro- 
toxicosis. Most of the patients have some 
degree of exophthalmos. Pretibial myxe- 
dema cases seem to have a common cause 
and are related to some pituitary disorder in 
which there is hypersecretion of the thyroid 
stimulating hormone. Some cases tend to 
spontaneous improvement. No _ effective 


treatment has been found. Thyroid extract 
and thyroxine given orally or by injection 
locally are ineffective. A case is reported in 
a woman who had pretibital myxedema 
and moderate exophthalmos; her legs were 
greatly thickened and their skin a dusky 
red, with excessive growth of hair. A slight 
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improvement followed a subtotal thyroidec- 
tomy; six months later she developed hypo- 
thyroidism and was treated with thyroid 
extract for four years. Her legs slowly im- 
proved during that time until she was able 
to wear ordinary shoes; exophthalmos re- 
mained stationary. After six months the 
condition of the legs remained unchanged. 
The disease is harmless; the aim of at- 
tempted treatment is to improve the ap- 
pearance of the legs. 


Anterior Tibial Syndrome after Acute 
Arterial Occlusion Treatment by Decom- 
pression, R. Harrison and P. E. Jackson. 
Brit. M. J. 2: 403-04, 1956. 


A case is reported of a man with sudden 
severe pain in his right leg which became 
cold and paralyzed. Several months earlier 
he had been treated for angina of effort 
and intermittent claudication. Treatment 
for arterial embolism with tolazoline, papa- 
verine, heparine and phenindione gave 
little relief. Surgical decompression of the 
ischemic muscles brought dramatic relief, 
but the wound healed slowly with some 
sloughing at the edges. Since such delay 
could be serious in a limb with a greater 
degree of ischemia, it is suggested that de- 
compression should be done through a 
small incision, using Gaille’s fasciotome. 
The patient was entirely recovered within 
one month, except for some persistent weak- 
ness of the extensor hallucis longus, 


Familial Peroneal Muscular Atrophy and 
Its Association with the Familial Ataxias 
and Tremor and Longevity, R. Hierons. 
J. Neurol., Neurosurg. & Psychiat. 17: 155- 
60, 1956. 


In a study of eight generations of one 
family, peroneal muscular atrophy was 
found to have occurred in the second to 
seventh generations inclusive. ‘Twelve af- 
fected members produced 22 affected and 
33 unaffected offspring. A remarkable find- 
ing was that despite their handicaps a con- 
siderable number of the affected individu- 
als in the various generations were distin- 
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guished persons. The family in general had 
long longevity, a large number of its mem- 
bers living to 70 or 80, Study of the blood 
groups of a number of affected and un- 
affected members of the family gave no evi- 
dence for or against linkage of their genes 
with the peroneal atrophy gene. 


NEW GROWTHS 

Non-Osteogenic Fibroma of Bone (Fi- 
brous Metaphysial Defect), R. H. Mauds- 
ley. J. Bone & Joint Surg. 38 B: 714-33, 
1956. 

Non-osteogenic fibroma of the bones 
rarely occurs after the age of 30. This 
benign lesion is usually located near the 
end of a long bone, often in the lower 
limb. Its thin-walled cavity is filled with 
either a red or yellowish soft, semi-fluid 
or a firm rubbery material, containing 
connective tissue with small multinuclear 
giant-cells scattered among spindle-shaped 
fibroblasts. In some cases the lesion leads 
to sclerosis of the surrounding bone; in 
other it disappears spontaneously. Over a 
period of years the shadow diminishes grad- 
ually until it is no longer seen radiologi- 
cally. In the 10 cases reported, recovery 
followed operation in 5; all symptoms sub- 
sided in the others without operation. It 
is suggested that the lesion is a localized 
disturbance in bone growth (metaphysial 
fibrous defect), rather than a true neo- 


plasm. 


Primary Osteoma Cutis: Report of a Case 
Simulating Verruca Plantaris. Arch. Derm. 
74: 204-05, 1956. 

A discrete nodule, which had existed for 
six months on the plantar surface of the 
right great toe of this patient, was covered 
with a callus, tender on pressure, and 
deeply embedded in the skin. It resembled 
a plantar wart except for the absence of 
bleeding points. Normal healing followed 
excision of the nodule and suture of the 
wound. No evidence was found to indicate 
the lesion originated from a pre-existing 


cartilage or periosteum. This rare disease 
must be differentiated from verruca plan- 
taris. The pathogenesis of the osteoma 
cutis seemed to be that of embryonal cell 
rests of osteoplastic elements. 


PHYSICAL MEDICINE; REHABILITATION 

Adaptations of Neuromuscular Facilita- 
tion Technics, M. J. Torp. Phys. Ther. 
Rev. 36: 577-86, 1956. 

A discussion is presented of techniques 
used to promote maximal activation by 
disregarding fatigue as far as possible and 
working for endurance by use of resistance 
to stimulate action which will build up 
muscle power. The mechanisms used in 
initiating or sustaining voluntary contrac- 
tions in muscles include primitive postural 
mechanisms, pressure stimulation, and 
stretch positions. These various mecha- 
nisms are described as used in cases of 
peripheral nerve injury for reeducation, 
functional paralysis, spinal cord injury, and 
brain injury. Reeducation need not have 
harmful effects in these diseases. The vari- 
ous methods described are illustrated. 


Industrial Rehabilitation, J]. R. Fowler. 
Canad. J. Pub. Health 47: 284-87, 1956. 

Active treatment, physical restoration, 
and preventive medicine are all a part of 
industrial rehabilitation, which attempts 
“restoration of the patient to self-sufficiency 
as to gainful employment at his highest 
obtainable skill in the shortest possible 
period of time.” The attending physician's 
work does not stop with caring for the 
wound or fracture, but includes a thorough 
follow-up until the patient’s return to 
work. Successful rehabilitation depends on 
proper appraisal of the over-all physical 
condition, and prevention of psychological 
complications of trauma. Cooperation is 
necessary between the outside attending 
physician, the employer, the vocational 
training institution, the rehabilitating of- 
ficer and the psychologist. The physical 
side of treatment includes work tests, work 
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assessments, psychotherapy where needed, 
and, if disability requires a change of job, 
the patient is given counseling and guid- 
ance by the rehabilitation officer regarding 
future employment or vocational training. 
A change of job is a last resort; minor ad- 
justments by the employer may salvage a 
good employee. The younger severely dis- 
abled are encouraged to get more schooling 
and are trained for higher jobs at the 
expense of the Compensation Board. 


RHEUMATIC DISEASES 

Use of Occupational Therapy in the 
Treatment of Arthritis, O. L. Huddleston. 
Rheumatism 12: 56-62, 1956. 

The basic therapeutic procedures used 
at the California Rehabilitation Center in- 
clude (1) resistive exercise without mo- 
tion; (2) mobilization therapy; (3) re- 
sistive therapy with motion; (4) training 
and practice in functional use of the ex- 
tremities. The last two are used chiefly 
in occupational therapy as a complemental 
therapeutic adjunct to neuromuscular re- 
education and therapeutic exercise pro- 
vided in physical therapy. The principles 
used include: (a) maximal resistive exer- 
cise, with the patient exerting maximal 
voluntary effort during isotonic and iso- 
metric contraction of muscles; (b) rein- 
forcement of voluntary contraction by sy- 
naptic facilitation; (c) use of mass move- 
ment exercises and primitive motion pat- 
terns, utilizing the muscles of the extrem- 
ities; (d) repetition in the occupational 
therapy department according to the tol- 
erance of the patient; (e) adequate du- 
ration of treatment for a sufficient period 
of time to benefit the patient, usually for 
several months. Practicable application of 
the principles used in occupational therapy 
is provided by cabinet-making and use of 
:ools, ropes and pulleys, games and selected 
gymnastics. Self-cure and performance of 
activities of daily living are stressed as 
important in occupational therapy. 


Management of Rheumatoid Arthritis, 
H. Waine. Arch. Int. Med. 98: 332-39, 
1956. 

Rheumatoid arthritis may be localized 
in certain joints, or the foci may shift in- 
termittently for years. The objective of 
management is to suppress the primary in- 
flammatory process and to counteract cica- 
trization or its effects. Stressful activities 
should be curtailed by one-third or one- 
half, or a vacation of two to four weeks 
should be prescribed, if the patient shows 
fatigue, weight loss, vasomotor disturbance, 
or periarticular stiffness, until the diagno- 
sis is definite. If the patient shows symp- 
toms of synovitis, monarticular or multiple, 
the same treatment is given and salicylates 
prescribed on a regular schedule, and physi- 
cal therapy given to all involved joints. 
The patient should not return to his usual 
activity until three months after symptoms 
have ceased. A patient with active con- 
tinuous arthritis may require joint aspira- 
tion, tests for precipitating factors, and 
possibly splinting, traction or manipula- 
tion. Some patients with progressive ac- 
tive arthritis or with chronic and advanced 
disease may have impaired joints which 
preclude normal living. These patients 
may require comprehensive rehabilitative 
work. Other patients with no active dis- 
ease, but with residual crippling, may be 
adjusted to their limitations. This equil- 
ibrium should not be disturbed without 
good reason. 

The salicylates are effective analgesics in 
relief of pain and in some unknown way 
they reduce inflammatory action. The 
suggested dose is 3 to 8 gm. daily unless 
tinnitus and loss of hearing result. Flare- 
ups result from any injury, including physi- 
cal strains and operations, from infections, 
bacterial or viral and even from immuni- 
zations, and from endocrine crises. Op- 
erations during the active phase require 
use of antibiotics. Calorie intake should 
be raised and obesity avoided. Gold salts 


il 


have been found effective in some cases, 
but untoward reactions occur in 10 to 40 
per cent of cases. Corticosteroids given 
orally or by injection have a dephlogistic 
effect on rheumatic lesions for a variable 
length of time, but cause an endocrine im- 
balance which may add greater risk than 
in cases without treatment. Physical med- 
icine is the most effective method of treat- 
ing crippling deformities. Hydrotherapy 
and muscular exercises performed delib- 
erately and to the fullest tolerable range 
five to eight times daily are advocated if 
the pain is controlled. Massage of the 
muscles and application of heat are effec- 
tive in relieving painful congestion. Re- 
missions occur in a large number of pa- 
tients, treated and untreated. 


SURGERY 

Hallux Valgus: Results in 74 Cases Oper- 
ated According to Brandes (Resection of 
the Basal Phalanx), L. Brostrém. Acta. 
Chir. Scand. 110: 498-500, 1956. 

In the period of 1947-54, a series of 
85 cases of hallux valgus operations were 
performed and good results found in 74 
operations in 51 patients who were fol- 
lowed up from 8 months to 7 years. In 
23 patients the lesion was bilateral. The 
technique used was resection of one-half 
to three-fourths of the proximal head of 
the basal phalanx, usually with removal 
of the medial part of the metatarsal head. 
Usually the patient walks one week after 
operation and is discharged from the hos- 
pital. After four weeks about 40 per cent 
return to work; 80 per cent are at work 
after 8 weeks. 


SURGICAL ARMAMENTARIUM 

Use of Foam Rubber in Pressure Dress- 

ings, T. D. Rees and A. L. Fleury. Plastic 
and Reconst. Surg. 18: 309-11, 1956. 

Use of foam rubber as a tie-over pressure 

bolus affords immobility, uniform pressure 


and simplicity in skin grafting. A layer of 
zerofoam gauze covers the graft, with 1 inch 
or 2 inch foam rubber above it, which is 
slightly larger than the graft. Long silk 
sutures tied over the foam rubber make the 
dressing secure. The dressing is not dis- 
turbed for 2 to 10 days. A case is illus- 
trated with a thick-splint graft to a leg, in 
treatment of a varicose ulcer. 


MISCELLANEOUS 

The Art of Growing Old, L. F. Rittel- 
meyer. G P 13: 85-90, April 1956. 

Preparation for old age should start in 
infancy. The child should be prepared for 
adult responsibility, with healthy attitudes 
toward work and play, in order to prepare 
for a happy old age. Minor disorders should 
be given attention and chronic disease man- 
aged early, to prevent a crippling which 
requires arduous rehabilitation or it may 
be impossible. Doctors should help aged 
patients to develop a proper mode of liv- 
ing. Work need not necessarily stop at old 
age, but it must be of a type not detri- 
mental to health; boredome is a vicious 
disease. Rest is necessary, but lack of exer- 
cise leads to mental and physical deteriora- 
tion. Diversion and recreation should have 
few restrictions. There should be modera- 
tion in eating, drinking, smoking, working, 
playing and resting. Fear complicates any 
existing disease—fear of losing friends, of 
financial dependency, of not being wanted, 
of death. Fear of nonexisting or avoidable 
threats can be relieved by assurance. Pro- 
vision of diversions contribute to peace of 
mind of those fearing death. If circum- 
stances permit, change in the patient's atti- 
tudes, family relations, and hobbies, and 
development of new interests, will arrest 
the symptoms attending loneliness and fear. 
Pursuit of interests within the patient's 
capacity, intellectually and physically, will 
prevent premature mental and _ physical 
stagnation. 
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ORGANIZATION NEWS 


Secretaries of local, state. regional, affiliated, subsidiary and other 
related organizations are invited to submit copy for these columns. 


OREGON 

The Oregon State Chiropodists Examin- 
ing Board, at its last meeting, held Septem- 
ber 30, 1957, reviewed the matter as to the 
use of the terms “Podiatry” and “Podia- 
trist” for “Chiropody” and “Chiropodist.” 

It was decided that until necessary legis- 
lation is enacted and as an educational 
measure, the use of the terms “Podiatry” 
and “Podiatrist” could be used as supple- 
ments to “Chiropody” and “Chiropodist.” 


SOUTH CAROLINA 

At the December meeting of South Caro- 
lina Podiatry Society, the following were 
elected: Dr. James D. Hill, President; Dr. 
James Rice, Ist Vice President; Dr. Bernard 
Silver, 2nd Vice President; Dr. H. A. Mc- 
Aninch, Secretary-Treasurer. 

The society voted in favor of changing 
the state name from chiropody to podiatry 
and hereafter the State Society will be 
known as the South Carolina Podiatry So- 
ciety. 


CANADA 

At its 32nd annual meeting September 
18, 1957, the Canadian Chiropody Asso- 
ciation voted unanimously to change its 
name to the Canadian Podiatry Associa- 
tion. 

The Ontario Academy of Podiatry is 
holding its scientific seminar on April 12 
and 13 in Toronto, Ontario. Featured 
speakers are Dr. R. O. Schuster, Children’s 
Orthopedics; Dr. Samuel Brezak, Podiatric 
Dermatology. Details can be obtained 
from Dr. L. Hurwitz, Secretary, 415 Bloor 
West, Toronto, Ontario. 


ACFS 

The American College of Foot Surgeons 
held a very successful meeting in Las Vegas, 
Nevada, February 17, 18, 19, 1958. In addi- 
tion to enjoying the renowned and cul- 
tural facilities of Las Vegas, the approxi- 
mately 200 attendees heard addresses by 
Jack Kohl, D.S.C., F.A.C.F.S.; Ray King- 
land, D.S.C., F.A.C.F.S.; Robert Ruther- 


“LIFE'S FOUNDATION — YOUR BABY'S FEET” is an out- 


standing and comprehensive booklet on the growth and care of chil- 
dren‘s feet. Written for the layman, it is concise, cleverly illustrated 
and will prove valuable especially to the parents of young children. 
Many Chiropodists have received a copy of this booklet and have 
ordered them in quantity. For those of you who have not ordered 
and for those who wish to reorder, please clip the order blank below 


WOMEN'S AUXILIARY 


and mail with your check for your supply. 


NATIONAL ASSOCIATION OF CHIROPODISTS 
2035 WEST ALABAMA, HOUSTON 6, TEXAS 
Please ship to me “Life's Foundation — Your Baby's Feet" in the quantity marked: 


100 copies $3.50 
500 copies 16.00 
1,000 copies 29.00 
5,000 copies 136.00 
10,000 ccpies 250.00 


NAME 


Check payable to Women's Auxiliary, NAC, in the 


oO P. P. Prepaid 
0 P. P. Prepaid 
oO P. P. Prepaid 
oO Express Collect 
oO Express Collect 


t of $ is enclosed. 


STREET ADDRESS 


CITY and STATE 


SEE THE EXHIBIT AT YOUR REGION CONVENTION 


A2| 


64 


pH 4.2 


1:20 dilution by dissolving 1 


NEW VORK 23. 


ford, D.S.C., F.A.C.F.S.; Ralph Fowler, 
D.S.C., F.A.C.F.S.; Mrs. Mimi Shore, R.N.; 
Isadore Foreman, D.S.C., F.A.C.F.S., of 
Philadelphia was stranded due to a snow- 
storm and O. E. Roggenkamp, D.S.C., 
F.A.C.F.S., spoke in his place. 

Western Division 

The Western Division of the ACFS will 
meet at the Ambassador Hotel, Los An- 
geles, Calif., Sunday, June 1, 1958. 

ASCR 

At a dinner meeting of the Chicago 
Chapter of the ASCR, February 26, plaques 
were awarded for the exhibits shown at the 
last national convention in Chicago at the 
Hall of Science. There were nine honor- 
able mentions to Drs. V. S. Hall, E. D. 
Peterson, A. N. Ruff, R. G. Ballard, O. C. 
Dahlgren, R. Becker, I. M. Sward, A. Raid- 
bard, L. J. Kozie and one first award to 
Dr. M. R. Lewis. 

Following the dinner, a talk was given 
by Dr. Kurt Eichelbaum, Orthopedic Sur- 
geon, on the history of x-ray and its im- 
portance in our work. A film on cine- 
radiography was shown by Miss Charlotte 
Dyck of the Von Schill Trust. 

AGK 

The Theta Upsilon Tau Chapter of 
Alpha Gamma Kappa had as its guest of 
honor, Dr. Pierce B. Nelson, Dean of the 
California College of Chiropody, San Fran- 
cisco, at its annual initiation February 22, 
1958. Dr. Nelson was presented with a 
lifetime membership by President Joseph 
Seres. 

CHICAGO COLLEGE OF 
CHIROPODY 

The Chicago College of Chiropody has 
recently announced a four-year scholarship 
which will be given to the individual rat- 
ing highest on a competitive examination. 
Complete information may be obtained 
from the college. 

APPOINTMENT 

Dr. Irvin Orel of Lebanon, Pennsylvania, 
was appointed to the position of Podiatrist 
on the staff of the Veterans Administration 
Hospital, Lebanon, Pennsylvania. 
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ARTIST 

Dr. Paul W. Tessler, Syracuse podiatrist, 
has been honored by having one of his 
paintings selected for exhibit at the Na- 
tional Academy Galleries in New York. 

The Audubon Exhibit, the name of the 
art show which is displaying Dr. Tessler’s 
painting, is a national exhibit which is 
ranked highly in the art world. 


LEGAL AND LEGISLATIVE 


DELAWARE 

The State Board of Health, by a ruling, 
has banned the use of x-rays for shoe fit- 
tings. 


NEW YORK 
Blue Shield to Honor Claims in New York 

Dr. Irving L. Marks, President of the 
New York State Podiatry Society, an- 
nounced that the United Medical Service, 
the largest Blue Shield company in New 
York State, has agreed to honor claims 
for services rendered by podiatrists for 
conditions falling within the present con- 
tract coverage. This is the final step in the 
5-year battle waged in New York to achieve 
complete podiatry integration within Blue 
Shield. 

In 1957 the New York Podiatry Society 
sponsored a bill providing for podiatry in- 
clusion in Blue Shield which was approved 
by the Legislature and signed by the Gov- 
ernor. Immediately thereafterwards, the 
United Medical Service instituted suit to 
declare this law invalid. The ruling of 
the courts that Blue Shield must comply 
was received last month. 

A committee consisting of Dr. Theodore 
B. Eden, Vice President, Dr. Ernest Weiner, 
Blue Shield Committee Chairman and Mr. 
Gilbert Hollander, Executive Secretary of 
the Podiatry Society met with Blue Shield 
officials to work out final details for podi- 
atry inclusion. 

As a result of the agreements reached, 
other Blue Shield companies in New York 
State have also begun honoring podiatry 
claims and it is expected that all of the 
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BANDAGE 


in the treatment of 


‘Varicose Leg Ulcers 


treated by simple, nonirritating, local 


therapy consisting of Domeboro 


(1/20) wet dressings. These proved 


"vastly superior to any other type of 


treatment. Subsequent treatment 
with Daxalan (Ointment) and the 
Dome boot (Dome-Paste Bandage) 


_ sufficed to cure the ulce 


Ww. 


gauze bandag impregnated with gly- 


109 WEST 64 ST.. NEW YORK 23.N.V. 


‘enado: 2765 Bates Rd., Montreal, P.Q. * 
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DR. and MRS. WESTERN CHIROPODIST: We will be seeing you at the 
WESTERN CHIROPODY CONGRESS 


Los Angeles, California 
May 30, 31, 1958 
Ambassador Hotel 


LECTURE HALL 


H. L. JACK COLLINS, D.S.C., A.C.F.S. COLUMBUS, OHIO 
1. "The Art of Practice” 
2.""The Chiropodial Assistant" (Special Course for nurses.) 


FELTON O. GAMBLE, D.S.C., F.A.S.C.R. TUCSON, ARIZONA 
1. “Apply Your X-ray Findings" 
WILLIAM B. IGNATOFF, D.S.C., A.D.F.S. NEWARK, NEW JERSEY 
1. “Practical Dermatology" . . . an illustrated discussion, 

including principles of treatment. 
ALEC C. LEVIN, D.S.C., F.A.C.S. WASHINGTON, D. C. 


1. “Modern Chiropody . . . An Opportunity" 
EXTRA ADDED ATTRACTION: "A NEW LOOK FOR CHIROPODY" 
by JONAS C. MORRIS, D.S.C., our NATIONAL PRESIDENT. 


TABLE CLINICS (Venetian Room) 


FOOT MANIPULATION—Glenn Anderson, D.S.C. 
CASTING AND CORRECTION OF CASTS IN THE FABRICATION OF PLASTIC 
APPLIANCES—Fred Andrews, D.S.C. 

ORTHODIGITAL PADDINGS—Merton Root, D.S.C. 

THE VASCULAR EXAMINATION—Morton Bashner, B.S., Pod.D. 
PODOGERIATRICS—Edward Tornow, D.S.C. 

SPRING SUSPENSION THERAPY—ELGIN FOOT MACHINE—W*m. Koos, R.P.T. 
CASTING FOR FRACTURES—David Jacobson, D.S.C. 

SURGICAL DRAPING—Robert Evans, D.S.C. 

X-RAY POSITIONING—David Y. Chan, D.S.C. 

THE NEUROLOGICAL EXAMINATION—Rayfield Aronow, D.S.C. 
PRESCRIPTION WRITING—Dwight F. Coalson, B.A., M.A., D.S.C. 

THE LEVY MOLD—VJoseph Sullivan, D.S.C. 

OFFICE PHOTOGRAPHY —Harold Rosenbloom, D.S.C. 


HALL OF SCIENCE 


to wives and nurses “The Chiropodial Assistant'"—Dr. Jack Collins 
2. Films 

3. Scientific exhibits of chiropodists 

4. Scientific exhibits of organizations 


THE COMMITTEE URGES EACH REGISTRANT TO BRING A MEMBER OF THE 
MEDICAL PROFESSION TO THE TABLE CLINICS AND LECTURES AS HIS 
INVITED GUEST (AT NO CHARGE). 


Keep ahead of the times—attend your Western Chiropody Congress! 
REGISTRATION—$35.00—includes two luncheons, a banquet plus a 


night of fun dining and dancing at the world-famous 
Cocoanut Grove! 
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other 7 Blue Shield companies will honor 
claims when submitted by foot specialists. 


OHIO 
Blue Shield to Honor Claims 

Arter long and patient effort, dating to 
at least 1946 and beyond, Ohio chiropodists 
have been granted coverage under existing 
Blue Shield contracts. Further, it is under- 
stood at this writing that any insurance 
company writing surgical coverage in Ohio 
will be required to pay chiropody claims 
when the service is covered in the contracts. 


The order was issued by the Superintend- , 


ent of Insurance of Ohio on February 28, 
1958, as a result of numerous conferences 
with Mr, Farmer, Executive Secretary of 
the Ohio Association. The final action came 
as a result of two conferences with a com- 
mittee from the Ohio Chiropodists Associa- 
tion consisting of Mr. Farmer, Dr. Floyd 
Frost and Attorney Robert Barton, Charles 
Coghlan, Executive Secretary of OMI, 
Wayne Stichter, Attorney for OMI, and 
Virgil Martin, Executive Director of Cleve- 
land Medical Mutual, Ohio’s other Blue 
Shield plan, Arthur I. Vorys, Superintend- 
ent of Insurance, and Charles Werner, 
Deputy Assistant. 

The gist of the order, issued on February 
28 to Ohio Medical Indemnity and Cleve- 
land Medical Mutual by Mr. Vorys, is as 
follows: 

“. .. I will approve an amendment to 
paragraph 7 of Article I of your contracts 
which will read as follows: ‘Surgical serv- 
ices’ means the following services ren- 
dered by duly licensed doctors of medi- 
cine, duly licensed doctors of osteopathy, 
duly licensed doctors of chiropody, and 
duly licensed dentists.” 


The hired man had been sent down to 
the creek to fetch a pail of water. When 
he got there, he stood lost in thought. 

“What's the matter?” yelled the farmer. 

“Hain’t seen a pailful I like yet.” 


Federal Reserve Bank Farm News 
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A new light... 


for better surface examination 


Castle’s new No. 26 
(and 27) Light was espe- 
cially designed for the 
Podiatrist. It meets your 
need for wide-area, low- 
intensity illumination .. . 
for surface examination 
or shallow cavity surgery. 

The shadow-free, near- 
perfect color-corrected 
light reduces eyestrain 
and makes your work 
easier. 

Available for mount- 
ing on ceiling, wall or 
floor, with pantograph 
arm or 2-jointed link. 
A feather touch puts the 
light where you want it. 

Call your Castle dealer 
for a demonstration soon 


or write to: 
LIGHTS & 
Carstlhe_ STERILIZERS 


WILMOT CASTLE COMPANY « 1869 E. Henrietta Rd., Rochester, N.Y. 


ceiling mount, 
pantograph arm 


No. 27, 
wall mount, 
pantograph arm 
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COMMUNICATIONS FROM 
THE PROFESSION 


To The Editor: 

Much thought and study have been given 
recently to prolonged sitting in an awkward 
position, and the various foot, leg, and 
circulatory disorders that it may produce. 
The case history of Sidney H. Roth, Pod.D., 
in the December issue of the JouRNAL of 
the N.A.C., prompts this report of an acci- 
dent which occurred to one of my patients. 

She visited my office for professional care 
before leaving on vacation. She told me 
that she had purchased a new foundation 
garment and it was so tight it made her 
sick. Her right hip and leg became para- 
lyzed after driving a long distance because 
her foundation garment was too tight and 
her stockings too short. 

I have given much time and study to 
foundation garments, foot and leg lengths 
of stockings. The garment can be too 
long as well as too short. The same ap- 


plies to the stockings. The ill-fitting of 
the stockings or the foundation garment 
would naturally shorten, and cause a pull 
on the stockings, resulting in physiological 
strain, stasis, edema, and neurological le- 
sions. This is especially true with women 
whose occupation is desk work. 
Mary E. Lunter, D.S.C. 
Clarksburg, W. Va. 
To the Editor: 

The following is a copy of my reply to 
Dr. Howard Johnson of Oklahoma in re- 
sponse to some communications I’ve re- 
ceived from him and to his letter which 
was published in the February issue of the 
JOURNAL. 

Dear Dr. Johnson: 

Thank you for your letters of Jan- 
uary 7th and February 17th. The 
membership of the Wisconsin Society 
of Chiropodists was fully informed of 
the trend of events in regard to the 
possibility of a change of name for 
our profession. This report was given 
to the members by Dr. Ralph Wich- 
gers during the course of his delegate 


DOES NOT HARM DELICATE INSTRUMENT 


ANTISEPTIC 


CONCENTRATE 
An antiseptic rapid acting wetting and emulsifying agent for 
preparation of the skin prior to reduction of excrescences and other 
hyperkeratotic lesions. 


If you are not familiar with 3-WEA, or with 
the superior liquid adhesive 


Shia 4AAdherent Ne. 2 


Send For Sample 


| THE MOWBRAY CO., Waverly, Iowa 
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report, following the thirty-sevent DEATHS REPORTED 


annual meeting of the House of Dele- 
gates in August, 1956. ‘The Wisconsin : 
Society of Chiropodists held a com- Dr. George B. Davis 

plete and full discussion on this mat- Memphis, Tenn. 

ter long before the 38th meeting of Dr. Davis died on March 1, 1958. He 
the House of Delegates and instructed },44 practiced in Memphis for twenty-five 
me as their Delegate to the 38th An- I : P llinois Col 
nual Meeting, to cast Wisconsin’s vote Y€#"S and hapouiier graduate of Illinois Col- 
exactly as I did. You may be sure lege of Chiropody. He served as secretary 
that there was no possibility of an of the local society. Dr. Davis is survived 
accident in our vote. As a society we by his wife, a son and a daughter. 

are pleased to be affiliated with the H 

American Podiatry Association! As Dr. Elmer A. — 
an integral state organization of chi- Redwood City, Calif. 

ropodists and in complete concurrence Dr. Hussman was a former president of 
with Proposition I, we will or will the Board of Trustees of the California 


not decide to change our own designa- College of Chiropody 
tion depending upon the wishes as ex- 


pressed by our individual members. Dr. Harold L. Koshland 
We do not feel that there has been Philadelphia, Pa. 
or can be any infringement on our Dr. Koshland died on March 3. 
state prerogatives by the National or- ‘ . 
ganization. Dr. 


I thank you for bringing this to my 
attention and sincerely trust that I 
have fully answered your questions. 


L. B. Thompson, D.S.C. 
705 Kenosha National Bank Bldg. 
Kenosha, Wisconsin 


Dr. Miller died on February 21, 1958. 
She was a member of the association from 
August 10, 1914, and was a member of the 
House of Delegates for approximately 
thirty years. 


OUR NEWEST MOULD 


The Levy Latex Mould and Contour Inlay made completely of Latex 
and Sponge Rubber. 

After many years of intense research and the cooperation of a 
prominent Doctor and Competitor, we have at long last succeeded in 
fulfilling the idea originated by Dr. Ben Levy TO CUSHION THE 
FOOT. 

This product constructed of Sponge and Latex Rubber is far superior 
in comfort to any so-called space shoe, and, very important to our 
woman to-day, in no way mars the beauty of the shoe. 

We strongly recommend it for those suffering from Arthritis, Circula- 
tory or Diabetic conditions. Also for bony, rigid and sensitive feet as 
well as for Verruca, Ulcers and Scar Tissues, It also is made in an 
inlay type without crest. 


The ORIGINAL CONTOUR is retained at all times. 
A negative or positive Cast at right angle is necessary. 


LEVY & RAPPEL, INC. 
384 Columbus Ave., New York 24, N. Y. 


PODIATRY ASSOCIATION, Apriz, 1958 A?27. 


CONVENTION DATES 
AND 
MEETING NOTICES 


American Podiatry Association 
Washington, D. C. 


August 22-26, 1958 
Shoreham Hotel 


Region One 
(Conn., Maine, Mass., N. H., R. I., Vt.) 


Boston, Mass. 
Oct. 17, 18, 19, 1958 
Sheraton Plaza Hotel 


Region Two 
(New York) 


Region Three 
(Del., Md., N. J., Pa.) 
Atlantic City, N. J. 
April 17-20, 1958 
Ambassador Hotel 


Region Four 
(Ohio) 
Toledo, Ohio 
May 17-18, 1958 
Commodore Perry Hotel 


Region Five 
(Ill, Ind., Mich., Wis.) 
Chicago, Ill. 


Region Six 
(Colo., Iowa, Kan., Minn., Mo., Nebr., N. Dak., 
S. Dak.) 


Denver, Colorado 
April 11-13, 1958 
Cosmopolitan Hotel 


Region Seven 


(Idaho, Mont., Oreg., Wash., Wyo.) 
Tacoma, Wash. 

April 25, 26, 27, 1958 

Hotel Winthrop 


Region Eight 
(D. C., N. C., S. C., Va., W. Va.) 


Region Nine 
(Florida) 

Region Ten 
(Ala., Ga., Ky., Miss., Tenn.) 
Memphis, Tenn. 
Oct. 10-12, 1958 
Peabody Hotel 


Region Eleven 
(Ark., La., N. Mex., Okla., Texas) 
Dallas, Tex. 
June 19-22, 1958 
Statler Hilton Hotel 


Region Twelve 
(Ariz., Cal., Nev., Utah) 
Los Angeles, Calif. 
May 30-31, 1958 
Ambassador Hotel 


ACFS—Western Division 
Los Angeles, Calif. 
June 1, 1958 
Ambassador Hotel 


West Virginia Chiropody Society 
Wheeling, West Virginia 
June 1-2, 1958 
Wilson Lodge 


For ALL Your Office Supplies ‘a 
Are You On Our Mailing List? * 
Should You Have An Office Economy Problem or Be i 
Planning A New Office, Consult Sol Adler, D.S.C., Tem- 3 
ple ‘37, Chiropody Economy Consultant. a 
SOL ADLER, DSC, ECONOMIC CONSULTANT . 25 YEARS OF DEDICATED SERVICE TO THE PROFESSION ' 
SURGICAL SUPPLY COMPANY 
554 N. 17th St., Philadelphia 30, Pa., RI 6-0942 - 
PLACE To ho A WONDERFUL PLACE TO DY 
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Announcing 


THE CALIFORNIA COLLEGE OF CHIROPODY 
ELEVENTH ANNUAL SEMINAR 


Subject: Therapeutic Suggestion or Hypnosis 


An intensive course for chiropodists on theory and practical applications of hypnosis 
in chiropody practice. 


Presented by 


MILTON H. ERICKSON, M.D. 
practicing psychiatrist of Phoenix, Arizona. 


Dr. Erickson is considered the outstanding authority on the subject of hypnosis in 
the country today. He has been lecturing to physicians and dentists throughout the 
country and, now, for the first time will speak to chiropodists. 

This will be a two-day lecture embracing all phases of hypnosis—how to secure 
better cooperation from the patient, promote relaxation, relieve pain and alleviate 
anxiety. 


Write for brochure and further details to the California College of Chiropody, 
1770 Eddy Street, San Francisco 15, California. 


REGISTRATION: A.P.A. members $35 in advance. $50 at the door. Checks should 
be sent direct to the college. 


Identical program in each city. 


Saturdays & Sundays 9:00 A.M. to 5:00 P.M. 
May 3 and 4, Chicago, Illinois—Palmer House 
June 7 and 8, New York City—Barbizon Plaza 
June 14 and 15, Philadelphia, Pa.—Benjamin Franklin 


This excellent lecture was also presented in Salt Lake City, Utah, 
Seattle, Washington, San Francisco and Los Angeles, Calif. 
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HEALTH CHECK-UP COMPLETE? 


ves 
_. DON’T FORGET 
issued by the American Foot YOUR FEET! 
Health Foundation for use not 


only during Foot Health Week, — aA 

but throughout the year. The 

size is 17 x 22 inches, printed in Choose a Family 

two colors on tinted coated 

< paper. Price $1.00 each (Foot Foot Doctor at the 
Foot Trouble 


NEW POSTER AVAILABLE 
FROM THE AFHF 


The illustration at the right is 
a reproduction of a new poster 


Health Week Streamer included 
without charge). Write direct 
to Dr. Sidney Hirschberg, Presi- 
dent, AFHF, 107-07 Continental 
Avenue, Forest Hills 75, N. Y. 


SAVE 2/3 of Your Laboratory Cost! 


Style #2423 —Semiflexible 


New, doubly reinforced, long length inlay, designed to cover the whole ball of 
the foot for easy forefoot balancing. .Fully corked up and ready for balancing by 
grinding in your own office. Puts you in control with your better knowledge of your 
patients’ needs. 53 sizes carried in stock for immediate shipment. 

STYLE #423—Semiflexible—Molded leather shell. Same as #2423, but without 
cork on bottom. 
STYLE #413—Flexible—Molded leather shell. Same as #423, but lightly reinforced. 


Technique sheet, size run, and prices available upon request. 


WRITE TODAY FOR YOUR BIG NEW VOSBURG CATALOG 


; Foot Appliance Company 


5 (17 East 5th Street Austin |, Texas 
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REPORT TO THE MEMBERSHIP 
Committee on State Society Membership 

This month we are presenting a plan of 
membership which was reported in the 
February issue of the Journal of the Chi- 
ropody Society of Pennsylvania, Entitled: 
“The Erie Membership Plan,” the article 
was written by Dr. Ralph H. Orr who 
suggests that what has been done in Erie 
is worth consideration in your own com- 
munity. Dr. Orr is President of the Penn- 
sylvania State Board of Chiropody Exam- 
iners and Co-chairman of the Membership 
Committee of the Chiropody Society of 
Pennsylvania. 

It is interesting to note that while there 
are fourteen practicing chiropodists in Erie 
only two could claim membership in the 
Chiropody Societies. ‘This number has now 
grown to twelve and will be thirteen this 
month. When you consider that both the 
National and State Society (Pennsyl- 
vania), have voted dues increases, which 
the crepe hangers predict will deplete our 
ranks, the success of this plan is all the 


@ CRESTS 


Order from 


P. O. Box 1587 
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VCR ACRYLIC 61956 


. . The new, self-curing, flexible resin. A ''must'' for every chi- 
ropodist's office. Simplicity itself for 


@ SHIELDS 
@ NAIL GROOVE PACKING 


@ LOW VOLTAGE PHALANGEAL 
THERAPY 


MANY OTHER USES 


VERNON - BENSHOFF CO. 


For Rigid Chiropody Appliances try 
ORTHO-BOND © ORTHO-NET © ORTHO-FRE 


medicated 
POWDER 


for the feet 


A SOOTHING BARRIER 


TO: INFECTION MOISTURE 
IRRITATION 


AMMENS is especially suitable for the feet be- 
cause of its exceptional absorptive action. It 
spreads a cooling, soothing barrier to the ef- 
fects of heat, moisture and to the hazard of 
subsequent bacterial invasion. AMMENS, unlike 
many other powders, is medicated to promote 
healing. 


Bristol-Myers Company 


19 West 50 Street, New York 20, N. Y. 
Distributor for CHARLES AMMEN COMPANY « Alexandria, La. 


Pittsburgh 30, Pa. 
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BUTLER'S CHIROPODY 
SUPPLY CO. 


Specialists in the Finest 
All Nationally Advertised Equipment 


SURGERY TABLES X-RAYS 
AUTOCLAVES CABINETS 
STERILIZERS CHAIRS AND 
ULTRASOUND STOOLS 
SINES & DIATHERMIES LAMPS 
WHIRLPOOLS DRILLS 
INSTRUMENTS SUPPLIES 
CHIROPODY 
SURGICAL 


Arch Appliances made to specific pre- 
scription and cast work 


Materials also stocked for making your 
own arch appliances. 


5541 York Bivd., Los Angeles, Calif. 
CLinton 5-3049 


1069 Market St., San Francisco 3. Culif. 
UNéderhill 1-4551 


BUTLER'S 
“The House of Friendly Service" 
TERMS TO SUIT 


WRITE FOR PRICES AND DETAILS 


STELLA’S STRETCH-ALL® 


A LIQUID PREPARATION GUAR- 
ANTEED TO STRETCH PERMA- 
NENTLY ANY SHOE MADE OF 
LEATHER, IN LENGTH OR 
WIDTH. 


WILL NOT SPOT, 
SPLIT OR CRACK 
i = THE FINEST OF LEATHER 


Sprayer 
Included 
Pints & Quarts 


STELLA'S STRETCH-ALL 


Send name and address of your supplier 
for free sample. 


F. P. Stella & Sons Products 
New Buffalo, Mich. 


more worth your study and adoption. 
Membership is a privilege. 


THE ERIE MEMBERSHIP PLAN 
RALPH H. ORR, D.S.C. 


Chiropodiology — What's that? Profes- 
sionalism—What’s that? Co-operation . . . 
Symbiosis . . . Benefits . . . Words—just 
empty words that have no collective mean- 
ing unless cemented together by member- 
ship. 
Yes—to be more exact, membership in 
our Divisional, Pennsylvania State, and 
National Chiropody Societies. But we can’t 
stop there. Because following membership 
comes two more words. Words which must 
be brought to life if membership is to have 
a third dimension. They are: Enthusiasm 
and Work. Enthusiasm by each member 
for his chosen profession; and work towards 
its perpetuation and scientific and social 
advancement. 

None of this can be accomplished, of 
course, without membership. That is the 
key. That is the reason for “EMP”! “EMP” 
does not wish to be an orphan. It’s looking 
forward to having cousins spring up spon- 
taneously throughout the State. In case 
you’re curious read on; if you’re not—Stop 
here. 

“EMP?” is the Erie Membership Plan. For 
several years the Chiropodists of Erie have 
been breaking bread together once a month, 
telling a few stories, and perhaps discuss- 
ing a few mutual problems. But these meet- 
ings had no particular rhyme nor purpose. 
In 1955, the Erie County Health Council 


‘spearheaded a referendum campaign that 


resulted in an affirmative County vote for 
the development of an Erie County Health 
Department. Erie Chiropodists played a 
prominent role in this successful Health 
Council campaign. Authorization for chi- 
ropodists to participate in this program as 
a group came from ‘the State Society in 
granting us permission to use the name 
“Erie County Chiropody Society” for func- 
tional purposes. This name implied Col- 
lectiveness with a Purpose. It was still 
only words because, even though the num- 
ber of Chiropodists practicing in Erie has 
been steadily increasing through the years, 
we found that only two could claim mem- 
bership in our Association this past June. 
Some were new practitioners whg had never 
applied for membership; some felt they 
could not afford to belong; some had 
belonged but had lost the spark; some 
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“were from Missouri” show me what the 
organization can do—then I'll join; some 
were interested, intended to do something 
about it, but never did. 

Therefore “EMP” was initiated this past 
summer. Geographically we ‘are a part of 
Northwestern Division and not a separate 
division. We are organized functionally 
as the “Erie County Chiropody Society.” 
A group of Chiropodists banding ourselves 
together for— ‘Chiropodiology,” “Profes- 
sionalism,” “Cooperation,” “Symbiosis,” 
“Benefits,” “Membership,” “Enthusiasm,” 
and “Work.” Now, these words are 
cemented together with a meaning and a 
collectiveness of purpose. 

The structure of the Ernie Membership 
Plan is simple: 

1. Membership in the Erie County Chi- 
ropody Society and eligibility to attend its 
meetings are open to all local Chiropodists 
who are in good standing in North West- 
ern Division, Chiropody Society of Penn- 
sylvania, and the A.P.A. 

2. By-Laws, Constitution, and Code of 
Ethics of the Erie County Chiropody So- 
ciety are, of course, those of our parent 
organizations. 

3. Dues shall be collected monthly by 
the Treasurer and deposited in a checking 


sorbent base .. . 


rucas. 
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account in a local bank. 

(a) Checks require signatures of 
both Chairman and Secretary-Treasurer 
for any disbursement of funds. 

(b) Fiscal year of the Erie County 
Chiropody Society to coincide with 
that of North Western Division. 

(c) Amount of dues to be estab- 
lished by the membership; but may 
not be less than that required for 
membership in the North Western Di- 
vision of the Chiropody Society of 
Pennsylvania, and the A.P.A., thereby 
insuring continued membership in 
those bodies. 

(d) The monthly installments are 
paid to the end of the fiscal year at 
which time the Secretary-Treasurer 
makes out a composite check, lists the 
names of the members, and sends it 
to the Treasurer of the North West- 
ern Division, 

(e) Any monies remaining in the 
account may be used for local projects 
as the membership may desire. 

4. Officers shall be a Chairman and a 
Secretary-Treasurer, both to be elected 
annually. Minutes of all meetings will be 
recorded and a financial statement will be 
kept of all money collected and disbursed. 


PROVEN 
PRACTICE 
BUILDERS 


SINCE 1945 


Chiropody Prescriptions are ethically labeled and carefully packaged 
with professional dignity, each in its own individual carton, 
favorably what you stand for. 

Every Prescription is accompanied with a Patient Education Pamphlet 
that emphasizes scope of treatment and influences more referrals. 


LANOLIN CREAM Rx. 
A stable refined lanolin in an ab- 
for cracked heels, 
dry and senile skins and diabetics. 


VITAMIN A & D 
OINTMENT Rx "X" 


To accelerate healing of lesions and 
fissures, for hyperkeratosis and ver- 


to reflect 


Solution Rx "K" for 
HYPERHIDROSIS & BROMIDROSIS 
Non-sensitizing solution superior to 
formaldehyde. 


Powder Rx "D" for 
HYPERHIDROSIS & BROMIDROSIS 
Effective as adjunct to Rx "K" 
Oxidizes odorous by-products, with 
astringent action. 


Write in for descriptive brochure giving detailed information 


on all Prescriptions 


435 MAIN STREET, EAST ORANGE, NEW JERSEY 
145 SYLVESTER ROAD, SOUTH SAN FRANCISCO, CAL. 
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5. The aims of the Erie County Chi- 
ropody Society are: 

(a) Basically to attempt to obtain 
100% local membership in our organ- 
ized Chiropody Associations. 

(b) To promote public informa- 
tion projects locally. 

(c) To explore scientific approaches 
to Chiropodical problems through 
development of study sessions. 

(d) To foster good professional co- 
existence and sociability. 

It is the hope and desire of the Member- 
ship Committee of your State Society that 
an adaptation of the “EMP” might be 
utilized by other small groups of chiropo- 
dists within divisional areas throughout the 
state. This plan is designed to be more 
inviting perhaps for chiropodists in the 
areas outside of the metropolitan centers 
who may have a few miles to drive to get 
together; but who by doing so can keep 
the spark of membership alive. Yes, even 
the embers may glow attractively enough 
to attract non-members to become active. 
So how about calling a few of your fellow 
practitioners together after reading this 
and join the “EMP” family? “As the seeds 
are sown, so shall we reap.” 


John C. Pankratz, D.S.C. 


VOCATIONAL GUIDANCE 
COMMITTEE 

Our “Vocational Guidance” program con- 
tinues to be an active one, One phase of 
our activities is the continued showing of 
our film “Chiropody As A Career.” Table I 
lists the various states in which the film has 
been shown and requested since September 
1957 and also the number of filled requests 
for the borrowing of this film. This does 
not include showings and/or requests filled 
through A.P.A. or state film libraries. 


The following listing shows the date, 
place and the type of audience reached. 


September 20, 1957-—Florida—Hilliard High 
School, Hilliard, Florida 

September 23, 1957—Pennsylvania—St. Xavier 
Academy, Latrobe, Pennsylvania 

September 30, 1957—Wisconsin—Stanley High 
School, Stanley, Wisconsin 

October 4, 1957—South Carolina—Springfield High 
School, Springfield, So. Carolina 

October 8, 1957—California—Red Bluff Union 
High School, Red Bluff, California 

October 9, 1957—Pennsylvania—Villa Joseph Marie 
High School, Newtown, Pennsylvania 

October 16, 1957—New Jersey—Lincoln School, 
Ridgefield, New Jersey 
North Carolina—Agriculture Department, Glen- 
wood, North Carolina 


obtain. 


Check the following: 


GEARED FOR PROGRESS 


Podiatry - Chiropody Profession 


We are ready—willing and able to supply you with 
the finest Custom Foot Appliances it is possible to 


V Laminated Orion Plastics 

V Levy Moulds (flexible or semi rigid) 

V Bi-Plane Balanced Inlays (leather or Celastic) 

V Mayer — Shaffer — ShafferMayer — Whitman 
styles (cork—sponge rubber—or steel springs) 


Write for our illustrated catalogue 


ARCHCRAFT LABORATORIES 


CREATORS OF CUSTOM FOOT APPLIANCES 
1807 ARCH STREET 


Specialists for the 


PHILA. 3, PA. 
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TABLE | 
Massachusetts ......... North Carolina ....... 1 
re: 2 Minnesota ............ 2 3 
Connecticut .......... 1 Pennsylvania ......... 7 
2 l South Carolina ....... l 
4 New Mexico.......... l West Virginia ......... 
October 21, 1957—Ohio—Huron Valley High West Virginia—Nuttall High School, Lookout, 
School, Plymouth, Ohio West Virginia 
October 30, 1957—New Jersey—Village School, December 2, 1957—Minnesota—Sanborn High 
Closter, New Jersey School, Sanborn, Minnesota 
November 1, 1957—Ohio—Roosevelt Jr. High December 4, 1957—Texas—Booker T. Washington 


School, Springfield, Ohio 

November 5, 1957—Pennsylvania—Moon 
School, Corapolis, Pennsylvania 

November 12, 1957—Pennsylvania—Henry Houch 
Jr. High School, Lebanon, Pennsylvania 

November 13, 1957—Indiana—Royerton 
School, Muncie, Indiana 

November 5-8, 1957—California—TV Radio Sta- 
tion KSFE, Needles, California 

November 21, 1957—Kentucky—Bell 
School, Pineville, Kentucky 
West Virginia—Mill Creek School, Mill Creek, 
West Virginia 


High 


High 


Co. High 


Schools, Mt. Pleasant, Texas 
Utah—North Sevier High School, Salina, Utah 

December 9, 1957—West Virginia—Clay Elemen- 
tary School, Clay, West Virginia 
lowa—High School, Centerville, Iowa 

December 16, 1957—Ohio—Little Miami 
School, Morrow, Ohio 

December 18, 1957—Idaho—Rigby High School, 
Rigby, Idaho 

December 19, 1957—Iowa—St. Cecelia Academy, 
Algoma, Iowa 

January 4, 1958—New York—Longacre School, 
Bedford, New York 


High 


THE New 


REPLACEABLE BLADE 


SURGICAL KNIVES BY Handle 
Rudolph 
Packed 5 of one 
VCC? number in a 


WALTHAM 5 


Stainless Steel 


= 
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January 6, 1958—Idaho—Midvale High School, 
Midvale, Idaho 
lowa—High School, Centerville, lowa 

January 7, 1958—Missouri—Malden School, Mal- 
den, Missouri 

January 9, 1958—Colorado—Colorado Assn. of 
Chiropodists, Englewood, Colorado 

January 16, 1958—Ohio—Midview High School, 
Grafton, Ohio 

January 17, 1958—California—Pleasant Hill High 
School, Pleasant Hill, California 

January 21, 1958—Mississippi—Dixie Highway 
School, Toomsuba, Mississippi 

January 27, 1958—New York—Gloversville Public 
Schools, Gloversville, New York 

January 31, 1958—Nevada—Humboldt High School, 
Winnemucca, Nevada 
North Dakota—St. James High School, Grand 
Forks, North Dakota 

February 4, 1958—Texas—Texas Medical, Dental 
and Pharmaceutical Assn., Longview, Texas 

February 5, 1958—Michigan—Beckwith Schools, 
Flint, Michigan 

February 10, 1958—Minnesota—Stewartville Cons. 
Schools, Stewartville, Minnesota 

February 11, 1958—Connecticut—Monroe Junior- 
Senior High School, Stephney Depot, Connecticut 

February 14, 1958—Arizona—Winslow High School, 
Winslow, Arizona 

February 17, 1958—Michigan—Catholic Central 
High School, Alpena, Michigan; White Cloud 
High School, White Cloud, Michigan 

February 18, 1958—Colorado—Dr. C. A, Fritts, 
Englewood, Colorado 

February 21, 1958—Indiana—Riverdale High 
School, St. Joe, Indiana 


CHIROPODY 


DRILLS 


CABLE 
and 
ALL CORD Models 


FLOOR, WALL and 
CABINET Types 


The ONLY Complete Line — 


FOREDOM ELECTRIC COMPAN 


February 24, 1958—New Jersey—Passaic Valley 
High School, Little Falls, New Jersey 
New Mexico—Penasco High School, New Mexico 

February 26, 1958—Oregon—Parkrose Junior High, 
Portland, Ohio 

March 7, 1958—Missouri—Sturgeon High School, 
Sturgeon, Missouri 

March 11, 1958—New Mexico—Vaughn City 
Schools, Vaughn, New Mexico 

March 14, 1958—Massachusetts—Brookside School, 
Great Barrington, Massachusetts 

March 17, 1958—California—Compton High School, 
Compton, California 

March 24, 1958—Michigan—Inlay High School, In- 
lay City, Michigan 

March 27, 1958—Pennsylvania—Trafford Elemen- 
tary School, Trafford, Pennsylvania 

April 7, 1958—Texas—Catholic High School, Waco, 
Texas 

April 10, 1958—Montana—Grass Range High 
School, Grass Range, Montana 
Ohio—North Olmstead High School, North Olm- 
stead, Ohio 

April 14, 1958—Texas—Groveton High School, 
Groveton, Texas 
Pennsylvania—Brady School District, Luthers- 
burg, Pennsylvania 
Wisconsin—Neillsville High School, Neillsville, 
Wisconsin 

April 24, 1958—Pennsylvania—Winchesten Thurs- 
ton School, Pittsburgh, Pennsylvania 


May 5, 1958—Illinois—Immaculate Conception 
High School, Elmhurst, Illinois 


May 7, 1958—Iowa—St Cecelia Academy, Algona, 
Iowa 


When you buy a FOREDOM, you 
get the BEST at a price which 
offers a challenge to imitators. 


PIONEERS .. . and 
... after 35 YEARS 


COMBINATION MODEL 39 still the LEADERS! 
DRILL-VIBRATORS 
PERCUSSION 
VIBRATOR 
ATTACHMENTS 
for Cable Drills Me. CIID 


Dept. C11D, 27 Park Place 
New York 7, New York 
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May 14, 1958—Florida—Palatka Senior High 
School, Palatka, Florida 
May 16, 1958—Michigan—Forsyth Public High 
School, Gwinn, Michigan 
Indiana—Hobart High School, Hobart, Indiana 
May 19, 1958—New York—North Babylon High 
School, North Babylon, New York 
July 2, 1958—California—Mission High School, San 
Obispo, California 
Prints of our film “Chiropody As A Ca- 
reer” may be borrowed, without charge, 
from Association Films, Inc., at the follow- 
ing addresses: 
Broad at Elm, Ridgefield, New Jersey. 
1108 Jackson St., Dallas 2, Texas. 
561 Hillgrove Ave. Lagrange, Illinois. 
799 Stevenson St., San Francisco, California. 
Dr. L. B. THomMpPson 
Dr. STANFORD RUDNICK 
Dr. Harry Horowitz 


MOOD ELEVATORS 
Contributions to this column are more than 
welcome. In fact it depends upon them. 


Census Taker: “What is your husband’s 
name?” 

Mrs. Brown: “George Washington.” 

Census Taker: “Is that his full name?” 

Mrs. Brown: “No, Suh! His full name is 
Floyd Patterson!” 

Try to save some money. Some day it 
may be valuable again. 

Tom: “Why is it that women are always 
talking so much and horning in?” 

Harry: “I don’t know, unless it’s because 
half of ’em are sirens, and the other half 
are loud speakers.” 


Desk Sergeant: “So this woman shot her 
husband at close range with this pistol?” 

Arresting Officer: “Correct.” 

Sergeant: “Were there any powder marks 
on the man?” 

Officer: “Yes, that’s why she shot him.” 
alimony. Bounty on the mutiny. 

Doris A. Sharpe 
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Cools, Relaxes 


TIRED, BURNING, 
ITCHING FEET 


ICE‘MINT 


MEDICATED FOOT CREAM 
(contains lanolin ) 

When patients complain of tired 
burning feet as the heat soars, 
recommend soothing, cooling ICE- 
MINT. A white, clean, non-irritant 
cream containing the finest 
camphor gum, essential oils 
of peppermint, eucalyptus, 
thyme and camphor—in a 
special base containing 
soothing lanolin. Write for 
free samples. 


SALES & MFG. CO. 
; Division of FOSTER-MILBURN CO. 


468 Dewitt Street, Buffalo 13, N. Y. 


True Balance Inlays 
and Full Extension Inlays 


. . . made to your 
prescription. 


Metal Whitman Braces 


and all other metal 
braces made to casts. 


For all special custom 
work, consult us. 


Dr. Brachman Laboratories, Inc. 


3126-30 N. HALSTEAD ST. 
CHICAGO 14, ILL. 


A37 


A. 


THE SUPPORTS 
MRS. ZILCH 
Wite BE $95 


Shock Therapy 


FOR THE FINEST IN LATEX SHIELDS 
CUSTOM BUILT PROSTHETICS DESIGNED AND TAILORED 
BY CHIROPODISTS FOR THE CHIROPODY PROFESSION 
TO CASTS OR IMPRESSIONS 


Bunion 
and special types 


7 LIQUID RUBBER APPLIANCE LABORATORY | 
NEW ADDRESS 


45 Valley Way West Orange, N. J. 
Prompt Service Send for brochure 
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television. Summer stock in an iron lung. “I gave my husband a Cadillac for Christ- 
Beatrice Lilly mas so I wouldn’t have anything to wrap.” 

——--—— Texas matron quoted by 

virtue. Insufficient temptation. Marie Michau 


George Bernard Shaw 


4 


“Who comes uninvited sits on the floor.’ 
Turkish proverb 

“Please excuse my little girl from her 
French class. Her throat is so sore she can 
hardly speak English.” 
Mother's excuse reported 

by Paul Steiner — 


“Father’s learning a trade . . . so he'll 


know what work he’s out of.” ro 
Jerry Lieberman 4 
“The best way to protect yourself from ys SS) 


\ 


radioactive contamination of the air is to | 
stop inhaling and only exhale.” Ot lhylonces. 
Dr. J. Collier (London) “IT understand he’s a Foot Doctor!” 


FOOT BALANCE INLAYS 


are only completely 
successful 
when each case 
is individually studied, diagnosed 
and an inlay made to fit its 

special requirements 

The laboratory of 
CARL G. BERGMANN, D.S.C. 


5406 BROADWAY CHICAGO 40, ILL. 


originator of foot balance inlays is directed 
in all its endeavors to accomplish this result 
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SECOND TO NONE 
We can rely on your sense of values 


Compare 


Natural Mold Shoes 
and be CONVINCED 


That Natural Mold Shoes are the best in 
construction and chiropodical concepts. 


2. Chemically treated linings 


1. Self-Molding Crests (Static Dynamic Molds) 


3. Corrective—not just accommodating 
Besides being beautifully designed and of expert workmanship. 


Send for complete information 


NATURAL MOLD SHOE 


318 EAST 3RDST., MOUNT VERNON, N. Y. 


(diminishes perspiration) 
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CLASSIFIED ADVERTISERS 

Advertisements not exceeding 30 words 
cost $3.00. Additional words 10 cents each. 

Commercial classified advertisements— 
minimum 30 words $10.00; 30 cents per 
additional word. 

All classified ads payable in advance. 
Remittance must accompany order for in- 
sertion. 


Please do not ask for the names of classified 
advertisers in the JOURNAL who use box 
numbers. We accept such advertisements 
with the understanding that this information 
will not be released. Address replies or 
inquiries to the box number shown in the 
advertisement. They are promptly for- 
warded to the advertiser. 


ATHLETE'S FOOT? 
The Baltor Bracelet offers 
blessed relief. By creating 
a wider toe-spread, it fa- 
cilitates the circulation of 
cool, dry, healing fresh air 
over the raw skin areas between the toes. Worn without 
without powder during leisure. 


BALTOR BRACELET 
3800 Poplar Ave., Brooklyn 24, N. Y. 


WANTED: Young married chiropodist 
desires to form an association, partnership 
or will purchase worthwhile practice in 
Pennsylvania if desirable. Reply Box 402, 
c/o American Podiatry Association, 3301 
16th Street, N. W., Washington 10, D. C. 


ATTEND 
YOUR STATE, REGIONAL 
AND 
NATIONAL 
MEETINGS 


Ka PRINTING * PATIENTS’ RECORDS 


BOOKKEEPING SYSTEMS «+ FILES 


PROFESSIONAL PRINTING CO., INC 
NEW HYDE PARK, N. Y. 


PODIATRY ASSOCIATION, Aprit, 1958 


GRISWOLD'S 
FAMILY SALVE 


Your insurance of 

a satisfied patient. 

The finest adhesive 
for felt. 


Sold by all supply houses 


The Griswold Salve Co. 
Hartford, Conn. 


COLE'S ORTHOPEDIC LABORATORY 
FOR THE PROFESSION ONLY 
KELLY L. COLE 
CATALOGS SENT UPON REQUEST 


12804 W. Washington Blvd. 
Los Angeles 66, California 


WE ARE EXPANDING 

Chiropodist wanted to share successfully 
established Dental office in North Central 
Jersey. Excellent opportunity for a young 
man interested in getting ahead. Write 
301, c/o American Podiatry Association, 
3301 16th Street, N. W., Washington 10, 
D.C. 


All Pamphlets Now Read 
Podiatrist—Chiropodist 


FOOT FACTS 
Publications 
BOX 985 


MIAMI BEACH 39, FLORIDA 


FOR RESULTS TRY 
CLASSIFIED ADS 


in the 


JOURNAL 


They will help secure a new location, 
practice equipment, apparatus, books, in- 
struments, a successor, partner, associate 
or assistant. The Journal has proved an 
excellent medium for any of the above pur- 
poses. The classified columns can be of 
genuine service to advertisers and mem- 
bers. Commercial and personal rates are 
shown at the head of the column. If you 
desire more specific information concern- 
ing classified advertising, write to: 


Journal of the American 
Podiatry Association 
3301 16th St., N. W., 
Washington 10, D. C. 


LIQUID LATEX 


Extra thick. You can thin it yourself to 
suit your needs. Granulated Cork — 
Leather Flour. Write for sample with 
prices. 
W. WOOLEY & CO. 
1016-CH Donald St., Peoria, Illinois 


WANTED: Building plans, or sugges- 
tions for constructing office or home-office 
combination. Photo of your office building 
or sketch of floor plans appreciated. 


Malcolm Ekstrand, D.S.C., 31 Airport 
Road, Hoxsie, R. I. 
RECENT GRADUATE, experienced, 


presently in the Army and stationed in 
New York City. Wishes Saturday and/or 
evening employment. Call HI 5-3794 eve- 
nings. 
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An Authorized Binding 
for 
JOURNAL 
of the 
American Podiatry Association 


Arrangements have been made for subscribers 
to have their journals bound into distinctively 
designed books. 


Twelve issues, January through December, 
bound in best grade black washable buckram, 
imprinted with your name on cover, cost but 
$4.15 per volume. 


Bound journals serve as an immediate reference 
for research and information. Properly dis- 
played, they create a psychological impact on 
the patient, implying the time and effort spent 
to keep up to date on the most modern tech- 
niques and treatment. 


Ship journals parcel post. Within thirty days 
after receipt, bound volumes will be shipped 
prepaid anywhere in the U.S.A. Full remittance 
must accompany order. 


PUBLISHERS’ AUTHORIZED 
BINDERY SERVICE 
(Binders of all Journals) 


5811 W. Division Street 
Chicago 51, Illinois 


ONYCHOMYCETIN 


The product of choice for onychomycosis and calloused nail grooves 


Combines the activity of two potent fungicides in a deeply penetrating, 
non-evaporating solvent, permitting a stable concentration of the active 
medication remaining in constant liquid contact with the nail surface. 


Packaged in half-ounce brush-applicator bottles. 


Gordon Laboratories 
State & Parkview Roads, 
Upper Darby, Penna. 


FOR SALE: Due to death of practi- 
tioner; extremely lucrative and _ long- 
established Memphis practice. Completely 
equipped and furnished, downtown loca- 
tion. Contact Howard Waller, Attorney, 
Sterick Building, Memphis, Tenn. 


FOR SALE: Well-established practice 
in Northwestern Pennsylvania. Equipment 
included. Reason for selling and particu- 
lars stated in private mail. Write Box 400, 
c/o American Podiatry Association, 3301 
16th Street, N. W., Washington 10, D. C. 
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Experiments conducted under Army grant 
to Doctors from New York University Post 
Graduate Medical School and the University 


Hospital prove: 
dry fungicidal powder 
helps prevent athletes foot 
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Mutual Benefit Life’s job: 


TRUE 
SECURITY 


FOR YOU AND 
YOUR FAMILY 


As a member of the medical or 
dental profession your job is not 
only to care for the needs of. 
your patients today, but also to 
protect their future. 

Similarly, Mutual Benefit Life 
does much more than answer 
your present problems. Mutual 
Benefit Life offers TRUE SE- 
CURITY to youand your family 
through a unique insurance plan 
designed to take advantage of 
your lifetime earning curve 
which differs so greatly from 
that of men in other professions. 

No matter what your age or 
income, Mutual Benefit Life 
now offers you TRUE SECUR- 
ITY with one inclusive insur- 
ance plan designed to give you 
and your family the fullest, 
finest, most economical protec- 
tion in the insurance field. 

TRUE SECURITY is now of- 
fered with the most liberalized 
coverage and lowest cost in Mu- 
tual Benefit Life’s 113-year his- 
tory. 

Ask your Mutual Benefit Life 
man today about TRUE SE- 
CURITY. 


MUTUAL 
BENEFIT 
LIFE 


The American Doctor—scientist and guardian nn The Insurance Company 


of our nation’s health. With skill, under- 
standing and selflessness, he devotes his 4 for TRUE SECURIT? 


life to our physical and mental needs. 


THE MUTUAL BENEFIT LIFE INSURANCE COMPANY. NEWARK. NEW JERSEY 


heal. to counsel. to protect your health” 
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